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Friez, P.: Habitual Dislocation of the Temporo- 
maxillary Joint Without Fixation of the Jaw 
(Les luxations habituelles sans blocage de l’articu- 
lation temporomaxillaire). Thesis of Paris. Abst. 
by Ruppe. Presse méd., Par., 1933, xli, 1916. 


Habitual dislocation of the temporomaxillary 
joint without fixation of the jaw occurs most fre- 
quently in young persons, particularly girls. It is 
probably due fundamentally to laxity -of the liga- 
ments and the joint capsule and possibly also to 
intra-articular malformations. Particularly after 


traumatism, it may be accompanied by crepitations 


and pain. The condyles may become dislocated on 
one or both sides, but are returned to the glenoid 
fosse without difficulty. 

As the condition is relatively benign, the treat- 
ment should be simple, consisting of such measures 
as the wearing of an elastic support for a consider- 
able period of time or intra-muscular injections of 
alcohol. Marsu W. Poorer, M.D. 


EYE 


Lagrange, H.: The Diagnosis of Iridociliary Tuber- 
culosis. Brit. J. Ophth., 1933, xvii, 679. 


Although early investigators considered irido- 
ciliary tuberculosis a primary infection, it is now 
generally believed to be always secondary. There- 
fore the presence of a primary focus must be demon- 
strated before such a diagnosis can be made. A 
primary infection can often be found in the chest. 
There is frequently a history of repeated attacks of 
pleurisy, and in many cases carefully made roent- 
genograms will reveal evidences of tuberculosis. 
Examination of the heart may disclose evidence of 
the presence of a remote focus. The typical findings 
are tachycardia, microcardia, and low blood pressure. 
Hypotension is easily demonstrated and is suggestive. 
The presence of tuberculosis in the digestive tract, 
bones, joints, or lymphatic system should be in- 
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vestigated. Various newer immunological tests are 
mentioned. SaMuEL A. Durr, M.D. 


Woods, A. C., and Burky, E. L.: The Possible In- 
fluence of Immunological Factors in the Pro- 
duction of Cataract. Am.J.Ophth., 1933, xvi, 951. 


Lens protein consists of at least three different 
proteins, exclusive of the capsule, and is whole- 
organ specific rather than species-specific. ‘The 
alpha fraction has the strongest reactions and these 
are inhibited by the presence of the other fractions. 
The possibility of cataract production by immuno- 
logical procedures is controversial. It has been seen 
only in the young of treated mothers, possibly be- 
cause the embryonic lens capsule is more permeable. 

A small percentage of cataractous individuals may 
be hypersensitive to lens protein before operation. 
After operations involving capsulotomy, a larger 
percentage develop a cutaneous sensitivity to lens 
protein, presumably from the sensitizing effect of 
their own lens protein. No definite statement can 
be made as yet with regard to the possibility of 
physicochemical or immunological factors in the 
etiology of senile cataract. Samuet A. Durr, M.D. 


NOSE AND SINUSES 


Wells, W. A.: Nasal Papilloma, With the Report of 
a Case With an Enormous Nasopharyngeal Ex- 
tension. Laryngoscope, 1933, xliii, 918. 


The author states that papilloma of the nose is 
extremely rare, not more than roo authentic cases 
having been reported in the literature to date. From 
his study he concludes that many tumors reported as 
papillomata cannot be classified as such. In the true 
papilloma the cells are of normal type and there is 
a sharp demarcation between the fibrous and epi- 
thelial elements. Clinically, nasal papillomata are 
of 2 distinct types: (1) those of the vestibulochoanal 
type, which are generally single and circumscribed, 
and (2) papillomata situated deep in the fossa 
and involving the sinuses, which are generally 
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multiple. Nasal papillomata cannot be classified 
definitely as either benign or malignant; they are 
intermediate. In the author’s opinion those of the 
deep type always contain the seed of malignancy. 
Wells reports the case of a man seventy years of 
age who had had a nasal papilloma for twelve years. 
The diagnosis was made by biopsy and on removal 
the tumor was found to arise from the ethmoid area. 
The antrum was probably also involved. X-ray 
irradiation before removal did not result in any ap- 
preciable diminution in the size of the tumor, but 
because of the fibrosis resulting from it the bleeding 
which occurred at the time the neoplasm was re- 
moved was much less than that occurring at the 
time of the biopsy. The author believes that X-ray 
treatment is beneficial and indicated in all cases. 
James C. Braswett, M.D. 


MOUTH 


Nicolini, R. C.: Treatment of Cancer of the Tongue 
(Tratamiento del cancer de la lengua). Semana 
méd., 1933, Xl, 973. 


Nicolini reviews a series of forty-three consecutive 
cases of cancer of the tongue from the clinic of 
Arce. In 60 per cent the location of the lesion was 
anterior dorsolingual; in 20 per cent, posterior dorso- 
lingual; and in 20 per cent, infralingual. From 10 to 
20 per cent of the lesions were in the early operable 
stage of limited growth; from 22 to 24 per cent were 
infiltrating and near the limit of operability; and 
from 64 to 66 per cent were advanced and inoper- 
able. 

Clinically demonstrable adenopathy was present 
in 74 per cent of the cases of dorsolingual growths, 
gt per cent of those of posterior dorsolingual growths, 
and 88 per cent of those of infralingual growths. 
It was bilateral in 26 per cent of the first group, 36 
per cent of those of the second, and 44 per cent of 
those of the third. 

Surgical treatment of cancer of the tongue must 
be radical. The extirpation should extend well be- 
yond the limits of the disease, and should be done 
with the electric cautery knife. Three routes of 
approach are employed: the oral, the suprahyoid, 
and the transmaxillary. The route through the 
mouth is used most commonly. When the exposure 
by this route is insufficient, an incision may be 
made into the cheek. The lateral suprahyoid ap- 

roach through the floor of the mouth may extend 
into the pharynx. This route of approach greatly 
facilitates removal of the involved glands. The 
transmaxillary route is employed only in extensive 
cases, especially those with involvement of the re- 
gional buccal or pharyngeal mucosa. 

Local anesthesia with preliminary hypodermic 
narcosis is usually sufficient for the operation. 

After the operation large doses of radium and 
X-ray irradiation should be given. Even in cases of 
extensive lesions, radium irradiation cannot com- 
pete with proper local operation performed with 
the electric cautery knife supplemented with block 
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dissection of the regional glands. Radium irradia- 
tion alone cannot accomplish as much as surgery 
and radium irradiation together when the disease 
has not reached a hopeless stage of infiltration. 
Of the forty-three patients whose cases are re- 
viewed by the author, four received no treatment 
and four were given only palliative treatment. Of 
the 35 given curative treatment, eight who were 
treated between the years from 1920 to 1926 and 
four who were treated in 1928 are now well. One 
patient has been free from recurrence for only a 
year. Five patients died, and fourteen cannot be 
traced. WitiraM R. MEEKER, M.D. 


PHARYNX 


Salinger, S., and Pearlman, S. J.: Hemorrhage 
from Pharyngeal and Peritonsillar Abscesses; 
Report of Cases, a Résumé of the Literature, 
and a Discussion of Ligation of the Carotid 
Artery. Arch. Otolaryngol., 1933, xviii, 464. 


The authors report 10 cases of severe spontaneous 
hemorrhage due to throat infection. In 4 cases 
ligation of the common carotid artery was done and 
recovery resulted. In the 6 others, all of which were 
fatal, carotid ligation was not done. 

Infection of the parapharyngeal spaces is usually 
blood borne through thrombosed veins leading from 
the tonsillar plexus to the tissues external to the 
middle constrictor muscle. From there, the infec- 
tion may spread to the submaxillary gland, the 
carotid sheath, and the parotid spaces. Such a 
spread was found in many of 227 cases coming to 
autopsy. Of 90 cases in this group, involvement of 
the internal carotid artery was found in 49, erosion 
of the external carotid artery in 4, erosion of the 
common carotid artery in 9, and involvement of 
other vessels in 14. There were 76 deaths due to 
erosion of the arteries. These findings demonstrate 
the advisability of early ligation, other less drastic 
measures being ineffectual. 

In an effort to determine the dangers of ligation of 
the common carotid artery, the authors reviewed 
the literature of the past century. They concluded 
that 25 per cent of all ligations of the common carotid 
artery, regardless of the patient’s age or ailment, are 
accompanied by serious cranial complications, at 
least one-half of which prove fatal. However, since 
other factors such as sepsis, shock, and acute anemia 
account for a certain number of the fatalities, they 
believe that in cases of serious or recurring hemor- 
rhages, the dangers of ligation are less than those of 
non-intervention. James C. BRASWELL, M.D. 


NECK 


» H.: The Clinical Aspects of Branchial 
istule. Brit. J. Surg., 1933, xxi, 173. 


After a discussion of the various theories and 
symptoms of branchial fistule, Bailey describes the 
technique of complete extirpation of the tract. 
Lipiodol is first injected into the fistula and the ex- 
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ternal opening closed by a pursestring suture. The 
skin is then incised and the fistula freed as high as 
possible through this opening. Another incision is 
then made higher up in the neck, and by under- 
mining the skin the tract is brought out through the 
second incision. This allows better exposure for 
complete extirpation of the fistula. The author 
calls attention to the fact that frequently the vagus 
nerve is adherent to the wall of the tract. 
SAMUEL PERLOw, M.D. 


Greene, E. I., and Greene, J. M.: The Validity of 
Present Criteria for the Diagnosis of Carotid 
Body Tumor. Am. J. Surg., 1933, xxii, 521. 


The authors have found 196 cases of tumor of the 
carotid body reported in the literature. Because of 
the rarity of the condition, a correct pre-operative 
diagnosis was made in only 20. 

During the past twenty-five years the frequency 
of diagnosis has increased. According to the studies 
of Keen, Bevan, and Rankin, the tumor occurs in 
the region of the bifurcation of the carotid artery, at 
first under the border of the sternocleidomastoid 
muscle. It is slightly movable from side to side but 
not up and down in a vertical direction, in which the 
patient has a sensation of pulsation and an up-and- 
down (non-expansile) pulsation transmitted from 
the artery can be felt. When the patient first seeks 
treatment the tumor is of long standing and varies 
in size from that of a hazelnut to that of a hen’s egg. 
There is no complaint of pain, and the tumor is not 
tender. 

The authors report a case of branchial cyst mis- 
taken for a tumor of the carotid body. The patient, 
who was twenty-four years old, complained of a 
painless, non-tender mass in the neck of four months’ 
duration. Soon after its discovery (it was first noted 
by a relative) the mass grew rapidly for a month. 
When it reached the size of a hen’s egg it remained 
practically stationary. It was on the right side, in 
the region of the bifurcation of the carotid, about on 
a level with the upper border of the thyroid cartilage, 
and was partly covered by the sternocleidomastoid 
muscle. Its posterior portion was underneath the 
muscle. The skin over it was unchanged and freely 
movable. The tumor was oval, smooth, firm, and 
elastic, and showed no evidence of fluctuation. It 
was freely movable from side to side, but immovable 
up and down. There was a distinct transmitted but 
non-expansile pulsation, but no thrill or bruit. 
There were no other palpable glands in the neck. 
The right pupil was smaller than the left, and 
pressure on the tumor promptly dilated it. In 
addition, the phenomenon of hippus was noted. 
This was observed particularly when a strong light 
was thrown into the eyes, when a rapid rhythmic 
contraction and dilatation of the pupil occurred. 
The general physical examination and the laboratory 
tests were otherwise negative. 

Operation was performed under local anesthesia. 
On exposure, the tumor was found to be grayish- 
brown and elastic and to have a thick capsule. It 
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was adherent to the surrounding structures and 
intimately attached to the carotid artery. When it 
was completely shelled out it was found to be a 
branchiogenetic cyst filled with a yellowish-brown, 
soft, thick, liquid material showing large quantities 
of cholesterol in the form of crystals. The wall of the 
cyst was lined with thick, squamous epithelium with 
papillary projections. 

A pre-operative differential diagnosis between 
branchial cyst and tumor of the carotid body is of 
great importance as the removal of branchial cysts 
is comparatively easy whereas the removal of a 
carotid body tumor is difficult. The difference in the 
mortality and morbidity in the two conditions is also 
striking. The authors suggest aspirating the con- 
tents of the tumor through an 18-gauge needle. If 
the tumor is cystic and the contents show cholesterol 
crystals, a diagnosis of branchial tumor is established. 
After aspiration of the cyst an opaque substance 
may be injected and a roentgenogram made. If the 
tumor is solid, material may sometimes be aspirated 
for biopsy. G. Paut LaRoque M.D. 


Pflueger, O. H.: The Treatment of Neck Glands in 
Cancer of the Lip, Tongue, and Mouth. Cali- 
fornia & West. Med., 1933, xxxix, 391. 


The first undertaking of the Cancer Commission 
of the California Medical Association was a survey 
to determine the opinions of authorities regarding 
the diagnosis and treatment of cancer. 

With regard to the treatment of the lymph-node 
area in cases of lip and intra-oral epitheliomata a 
considerable difference of opinion was found. With 
regard to the treatment of the primary lesion it was 
possible to reach agreement by suggesting alternate 
acceptable methods, those preferring one method 
agreeing, nevertheless, that other methods are ac- 
ceptable. Agreement was reached also with regard 
to the care of palpable lymph-node metastases, the 
consensus of opinion being that adequate surgical 
removal together with irradiation is the procedure of 
choice when the glands are operable. However, with 
regard to whether dissection of the neck should be 
performed in the absence of palpable glandular 
metastases agreement could not be reached. 

One group of authorities maintained that in cancer 
sufficiently advanced to suggest the presence of 
metastases, for example, lip cancer in which invasion 
has reached the underlying muscle, the gland- 
bearing area should always be cleaned out surgically 
even when no glands can be felt, while another group 
were equally certain that prophylactic irradiation of 
the lymph-node area with careful observation of the 
patient and dissection of the neck if a node becomes 
palpable will give equally good results. 

In the face of such an irreconcilable difference of 
opinion, the Commission undertook to ascertain the 
present-day practice of cancer authorities throughout 
the world. This article is based on the replies to 
forty questionnaires sent to surgeons, radiologists, 
dermatologists, and cancer clinics in Europe and 
America. 
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These replies show that there is disagreement 
throughout the world although there is now a definite 
leaning toward conservatism in the absence of 
palpable glands. 


CANCER OF THE LIP 


1. Glands not palpable. a. In cancer of the lip of a 
size or duration or showing microscopic evidence of 
deep invasion sufficient to suggest the possibility of 
metastasis, two-thirds of those replying to the 
questionnaire do not perform a routine dissection of 
the lymph glands (twenty versus ten). In other 
words, two-thirds maintain a conservative attitude. 

b. Of the group which maintain a conservative 
attitude, approximately two-thirds give prophylactic 
irradiation to the cervical glands (fourteen versus 
six). This is done either by X-ray irradiation or the 
use of radium packs or both. 

c. Of those who perform routine dissections of the 
cervical glands, prophylactic irradiation is given by 
practically none. However, it is given by some if 
microscopic evidence of glandular involvement is 
found. 

d, The operation most commonly performed when 
the glands are not palpable is a bilateral suprahyoid 
dissection. If glandular involvement is found on 


microscopic examination, the dissection is carried 
out farther in some instances. 

2. Glands palpable. a. In cases of cancer of the 
lip in which the glands are palpable and operable 
(movable, hard, and not involving both sides to the 
clavicle), the neck is dissected by far the greater 
number of the surgeons. Only two of those replying 


to the questionnaire depend entirely on irradiation 
in the treatment of glands involved by metastasis. 

b. Irradiation in some form is usually given. Only 
6 of the authorities replying to the questionnaire 
give no irradiation whatever if the glands have been 
completely removed. Irradiation is divided about 
equally into postoperative irradiation alone and 
combined pre-operative and postoperative irradia- 
tion. Only four of the authorities questioned limit 
themselves to pre-operative irradiation. 

c. Two of those replying to the questionnaire 
stated that they perform a dissection if the glands do 
not disappear following irradiation. 

d. Slightly more than one-third of those questioned 
attempt to distinguish between hard (metastatic) 
and soft (inflammatory) glands and _ withhold 
surgical dissection if the glands are believed to be 
merely inflamed. 


CANCER OF THE TONGUE 


1. Glands not palpable. a. In cases of cancer of the 
tongue in which early metastatic involvement is 
suspected, approximately two-thirds of those reply- 
ing to the questionnaire do not perform a dissection 
of the cervical glands when none of the glands is 
palpable (nineteen versus eleven). 

b. Of those not doing a routine dissection, almost 
all give irradiation to the lymph-gland area (fifteen 
versus one; three give irradiation sometimes.) 
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c. Of those who do a routine dissection, about 
half give prophylactic irradiation to the neck (six 
versus five). 

d, The most common operation is unilateral block 
dissection to the clavicle. However, some surgeons 
perform a bilateral block dissection and others a 
unilateral block dissection with suprahyoid dissec- 
tion on the other side. 

2. Glands palpable. a. In cases of cancer of the 
tongue in which the glands are palpable and operable, 
by far the greater number of those replying to the 
questionnaire perform a neck dissection. Only three 
depend entirely on irradiation for treatment of 
metastatic cancer of the cervical glands. 

b. Practically all give irradiation of some type 
when surgery is done for palpable glands. Only four 
give no irradiation when operable glands are com- 
pletely removed. 

c. Approximately one-half of those giving ir- 
radiation limit themselves to postoperative irradia- 
tion. The others use both pre-operative and post- 
operative irradiation. Only three limit themselves 
to pre-operative irradiation. 

d. Two-thirds make no distinction between har« 
and soft glands. 


CANCER OF THE BUCCAL MUCOUS MEMBRANE 


1. Glands not palpable. a. In cases of cancer of the 
buccal mucous membrane of sufficient size and dura- 
tion to suggest metastasis to the cervical glands, 
three-fourths of those replying to the questionnaire 
do not dissect the neck when the glands are not 
palpable (twenty-two versus seven). 

b. Of those who do not perform routine cervical 
dissection, the majority give prophylactic irradiation 
(nineteen versus three). 

c. When routine dissection is performed, pro- 
phylactic irradiation is usually not given. 

d. The operation usually performed is a unilateral 
block dissection, but about 30 per cent of those re- 
plying to the questionnaire limit themselves to the 
upper cervical glands. 

2. Glands palpable. a. In cases of cancer of the 
buccal mucosa which is operable and in which palpa- 
ble glands are present, the greater number of those 
replying to the questionnaire perform a neck dis- 
section, only three depending entirely on irradiation. 

b. When operation is performed for palpable 
operable glands, most of those questioned give 
irradiation in some form as part of the treatment. 
Only four do not use irradiation. 

c. The type of irradiation is equally divided be- 
tween postoperative irradiation alone and a com- 
bined pre-operative and postoperative irradiation. 
Three limit themselves to pre-operative irradiation. 

Joseru K. Narat, M.D. 


Cattell, R. B.: Thyroid Disorders in Childhood. 
New England J. Med., 1933, ccix, 867. 


In regions where goiter is endemic, disorders of the 
thyroid in childhood are common and without 
proper treatment become serious. Approximately 1 
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per cent of the patients with thyroid disorders who 
come to the Lahey Clinic, Boston, are children under 
thirteen years of age. In many respects the condi- 
tions presented by these children are similar to those 
presented by adults. They differ, however, in the 
fact that they represent arrests and changes oc- 
curring in embryological development, delayed 
growth, and mental retardation rather than degen- 
erative changes. 

Thyroid disorders in infancy and childhood may 
be roughly divided into those that are of develop- 
mental origin, those that are functional, and those 
of a neoplastic type. The author suggests the follow- 
ing general classification: (1) developmental dis- 
orders, (2) cretinism, (3) colloid or endemic goiter, 
(4) hyperthyroidism, (5) inflammation, and (6) 
tumors. 

It is commonly accepted that thyroglossal cysts, 
sinuses, and fistula are more frequent in infancy and 
childhood because they are of developmental origin, 
but of more than eighty patients treated for these 
conditions at the Lahey Clinic, only 14 per cent were 
under twenty years of age. Of three children under 
ten years of age and seven under twenty years of age 
who were operated upon, only one developed a 
recurrence. 

Colloid goiter is the most frequent disorder of the 
thyroid in children. Therefore every physician deal- 
ing with children should be able to give advice con- 
cerning it. Children of goitrous parents seem to 
have a predisposition to this form of thyroid en- 
largement. 


In regions where colloid goiter is endemic the 


administration of small amounts of iodine is a very 


effective method of preventing the condition, but 
the author believes that in regions where colloid 
goiter is not frequent the administration of iodine 
as a general practice is not to be recommended as a 
well-balanced diet should furnish sufficient iodine 
for normal thyroid function. 

Primary hyperthyroidism or exophthalmic goiter 
is not uncommon in children. Previous to 1932, 
forty-five children fifteen years old or younger were 
treated for this disease at the Lahey Clinic. In 
children, the basal metabolism is not always reliable 
for diagnosis, but all‘of the primary and most of the 
secondary clinical signs and symptoms may be 
present. It is rather generally believed that children 
with primary hyperthyroidism should not be oper- 
ated upon because they might be carried along with 
medical treatment. However, if they are treated 
only medically by complete rest and the administra- 
tion of small amounts of iodine and sedatives the 
condition will not be cured. The results of operation 
at the Lahey Clinic are very satisfactory. 

Thyroid adenoma is a rare finding in children. 
The author has seen it only three times. The find- 
ings are identical with those in adults. The treat- 
ment indicated at any age is surgical removal. 

Three cases of carcinoma of thyroid origin in chil- 
dren have been observed at the Lahey Clinic. 

Evia M. SALMONSEN. 
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Dodds, E. C., and Robertson, J. D.: The Clinical 
Applications of Dinitro-O-Cresol. Lancet, 1933, 
CCXXV, I1Q7. 

The authors previously reported the occurrence 
of an increase in the basal metabolic rate in both 
man and animals following the administration of 
dinitro-o-cresol. They have since found it possible 
to maintain the metabolic rate at from 30 to 50 per 
cent above normal by this means without untoward 
symptoms. In a case of untreated myxcedema the 
administration of dinitro-o-cresol raised the meta- 
bolic rate as high as +74, but did not affect the 
cedema, whereas the administration of thyroid 
extract resulted in complete relief of the symptoms. 
These facts indicate that metabolic stimulants such 
as dinitro-o-cresol are of no value in the treatment 
of myxcedema and that the relief of myxcedema and 
the power of raising the metabolic rate are two sepa- 
rate functions. Both of these functions are possessed 
by thyroxin. M. HersBert Barker, M.D. 


Beaver, D. C., and Pemberton, J. DeJ.: The Patho- 
logical Anatomy of the Liver in Exophthalmic 
Goiter. Ann. Int. Med., 1933, vii, 687. 


This article is a statistical analysis of the patho- 
logical anatomy of the liver in 107 cases of exoph- 
thalmic goiter. The clinical condition leading to 
fatal termination of the disease is not stated. The 
presence of acute changes in the liver was found 
in 91.5 per cent of the cases. This is interpreted as 
without definite relationship to the thyrotoxic proc- 
ess. The livers were somewhat smaller than normal. 
About 60 per cent showed chronic changes. In 
about 15 per cent of these the chronic changes 
were mild. Jaundice was present in 21 per cent of 
the cases. The authors think that the hepatic changes 
are related not only to the hyperthyroid state, but 
also to the toxic factor in exophthalmic goiter 
postulated by Plummer. Pau Starr, M.D. 


Stevenson, R. S.: The Treatment of Tuberculosis 
of the Larynx. Brit. M.J., 1933, ii, 960. 


Tuberculosis is the most common of all specific 
infections of the larynx. Sir St. Clair Thomson 
states that 1 out of every 3 patients with active 
phthisis has a laryngeal lesion. Since tuberculosis 
of the larynx is never primary in the larynx but 
always secondary to tuberculosis of the lungs, its 
treatment must be based on the theory that improve- 
ment of the pulmonary lesion will usually be asso- 
ciated with improvement of the lesion in the larynx. 
The treatment of the pulmonary lesion is therefore 
of prime importance. 

During 1932, the author had under observation 
320 patients with laryngeal tuberculosis. ‘Thirty- 
eight were clinically cured, 1o1 showed improve- 
ment, 81 showed no change, the condition of 59 
became worse, and 41 died. ‘The chief factors in 
the treatment were a general sanatorium régime and 
vocal rest. These were supplemented in some cases 
by artificial pneumothorax and, when necessary, by 
local treatment. Stevenson discusses in detail the 
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value of various direct and indirect therapeutic 
measures. On the basis of 40 cases he concludes that 
artificial pneumothorax is usually of great benefit. 
Of the 40 patients treated by this procedure, 26 
showed improvement or were cured, 8 showed no 
change, the condition of 5 became worse, and 1 died. 
The author reviews also 9 cases treated by phrenic 
nerve avulsion and 2 cases treated by thoracoplasty 
with resulting improvement. 

The chief factor in local treatment is vocal rest. 
In all of the author’s cases of early laryngeal in- 
volvement silence is prescribed at once. In chronic 
cases and when a painless tuberculoma is present, 
silence is of less benefit. If there is no improvement 
in six months, other methods of treatment must be 
considered. The great majority of the author’s 
sanatorium cases are treated only by vocal rest in 
addition to the sanatorium régime. Stevenson tends 
to use the galvanocautery less and less. He employs 
it chiefly for dysphagia caused by a small ulcer. 
Under indirect laryngoscopy the sharp pointed 
cautery is driven through the margin of the ulcer at 
2 or 3 points. The pain is relieved almost immedi- 
ately by this procedure. 
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General exposure to carbon arc light is beneficial 
only in cases of early laryngeal tuberculosis in pa- 
tients with a good physique and with only a slight 
pulmonary lesion. In advanced cases it is of no 
value and may even be harmful. Of the author’s 6 
patients who were treated by artificial sunlight ap- 
plied into the larynx perorally, 5 showed marked 
improvement. The weekly application of chaul- 
moogra oil was found to be soothing but without 
curative effect. Lactic acid (50 and 100 per cent) 
was of considerable benefit in ulcerated lesions, 
especially when the epiglottis was involved. Trache- 
otomy is indicated only for the relief of stridor. The 
author has observed only 1 case in which it was 
necessary. The simplest method of controlling pain 
is the intralaryngeal insufflation of equal parts of 
orthoform and anesthesin. Pain caused by a small 
localized ulcer may be relieved by cauterization. 
In advanced cases the superior laryngeal nerve may 
be blocked with a solution of 2 gr. of eucaine hydro- 
chloride in 1 oz. of 80 per cent alcohol or may be 
resected. 

The article has an extensive bibliography. 

Artuur S. W. Tourorr, M.D. 


SURGERY OF THE NERVOUS SYSTEM 


BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Torkildsen, A., and Penfield, W.: Ventriculo- 
graphic Interpretation. Arch. Neurol. & Psy- 
chiat., 1933, XXX, IOII. 

The authors constructed a model of the human 
cerebral ventricles after a study of over 400 selected 
cases of ventriculography or encephalography and 
careful dissections of the brain. They believe that 
the terms ‘‘anterior horn,” “body,” and “posterior 
horn” are vague and not sufficiently descriptive to 
make ventriculographic interpretation a relatively 
simple procedure. They divide the lateral ventricle 
as seen from the side into 6 portions, and show how 
each portion can be readily recognized as a separate 
unit in anteroposterior views (Fig. 1). 

Shadow 1 (Fig. 2) is thrown by the anterior horn 
as it passes forward and downward. Many observers 
have been misled, believing that the darker shadows, 
Nos. 2 and 3, represent the anterior horn. This may 
have been due to an attempt in the development of 
the roentgenograms to intensify the darker shadows 
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Fig. 1. The lateral ventricle divided into 6 portions 
which are visible as units in anteroposterior views. The 
dotted horizontal lines serve to project Portions 1, 2, and 
3 on an imaginary plate. These lines would be approxi- 
mately parallel with the base of the skull. 


Fig. 2. 
Fig. 2. Outlines of Portions 1, 2, and 3 in an anteropos- 
terior view. 


Fig. 3. Superposition of ventricular shadow in an 
anteroposterior plate. 


Fig. 4. Ventricular model in an anteroposterior plate. 


obliterating Shadow 1 entirely. Shadow 2 repre- 
sents the portion of the later ventricle situated in 
front of the thalamus and posterior to Portion 1. It 
is bounded laterally by the inner surface of the 
caudate nucleus and medially by the septum 
pellucidum. Shadow 3 is due to the total length of 
the upper portion of the body of the ventricle. It 
always appears darker than the other shadows be- 
cause of the long air space combined with partial 
overlapping of Portions 2 and 4. Shadow 3 is 
bounded laterally by the body of the caudate and 
above by the corpus callosum. Shadow 4 is pro- 
duced by the posterior portion of the ventricle 
which curves backward, downward, and laterally. 
Shadow 5 is produced by the posterior horn and is 
not found consistently because the posterior horn 
may be lacking even when the ventricles are normal. 
It usually appears as a dark, circumscribed shadow 
which is superimposed on, and lies between, Shadows 
4 and 6 projecting somewhat medially. Shadow 6 
represents the inferior horn. When the occiput is up 
it may be invisible because of the pooling of fluid 
within it. 

As the general side outline of the lateral ventricle 
follows that of the skull, a ventricle of a brachy- 
cephalic skull is shorter and more sharply curved 
than a ventricle of a dolichocephalic skull. In gen- 


Fig. 5. Superposition of ventricular shadow in a 
postero-anterior plate. 
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Fig. 6. Ventricular model in a postero-anterior view. 


eral, the lateral ventricle outlines the thalamus be- 
tween its body and the inferior horn. The variable 
notch seen between the body and posterior horn is 
due to the splenium of the corpus callosum. Nar- 
rowing or absence of the posterior horn is not to be 
considered an abnormality. The outline of the 
foramen of Monro is usually seen at the postero- 
inferior angle of Portion 2 of the lateral ventricle. 
The third and fourth ventricles with the aqueduct 
of Sylvius are usually seen easily. 

The authors conclude that such an analysis makes 
the detection and description of ventricular changes 
a relatively simple procedure. 

RosBert ZOLLINGER, M.D. 


Foster, J. M., Jr., and Prey, D.: Craniocerebral 
Injuries. Am. J. Surg., 1933, xxii, 420. 


The results of treatment in two series of cases of 
craniocerebral injury are compared. One series was 
treated by supportive expectant treatment in 1927, 
and the other by the modern dehydration treatment 
in 1932. Theonly difference of importance between 
the two groups of cases was the fact that in the 
second group 8 per cent more of the patients were 
unconscious on admission to the hospital and on the 
average remained unconscious three times as long 
as the patients in the first group. The cases reported 
were those showing X-ray evidence of skull fracture 
or blood in the spinal fluid or both. Cases in which 
death occurred before these diagnostic procedures 
were carried out were proved at autopsy. Those in 
which death occurred in the receiving room were 
not included in the study. In : 927, the total mor- 
tality was 31.5 per cent, and in 1932, 28.3 per cent. 
The survival period of patients who eventually died 
was nearly twice as long in the 1932 series as in the 
1927 series of cases. If a correction is made for three 
cases in the latter series in which death would prob- 
ably have occurred from concomitant injuries, the 
mortality is reduced to 24.6 per cent. 

First to be considered in the treatment of these 
cases were supportive measures with extensive use 
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of intravenous therapy. Roentgenograms were not 
taken until all evidence of shock had disappeared. 
In the later series of cases efforts were directed 
toward combating cerebral cedema and increased 
intracranial pressure after the initial period of 
shock. This was done by: (1) repeated spinal punc- 
ture, (2) the intravenous administration of glucose 
solution, (3) the limitation of fluids, and (4) the 
administration of magnesium sulphate by mouth or 
rectum. In the presence of increased pressure at the 
initial spinal puncture an amount of fluid was re- 
moved sufficient to reduce the pressure by more 
than 50 per cent and subsequent spinal punctures 
were repeated at intervals of from eight to twelve 
hours according to the blood-pressure findings, the 
pulse rate, and the spinal pressure readings. There- 
after, in cases with gross blood, drainage was con- 
tinued until the fluid became grossly clear. Hyper- 
tonic glucose was used to reduce shock and combat 
increased intracranial pressure. From two to four 
doses of 50 c.cm. of a 50 per cent solution of glucose 
for from two to four days were usually sufficien(. 
The fluid intake ranged from 300 to 1,000 c.cm. 
per day and averaged 800 c.cm. It is important to 
guard against too great dehydration as this may do 
more harm than good. When the pulse rose to over 
120, fluids were given freely. In order to obtain the 
maximum effect, magnesium sulphate was ad- 
ministered orally or by rectum an hour or so after 
the intravenous injection of the glucose. 

Operative procedures were carried out infrequent- 
ly. The authors believe they are indicated primarily 
in compound fractures and cases of extradural 
hemorrhage. Joun W. Epton, M.D. 


Jefferson, G.: The Treatment of Acute Head In- 
juries. Brit. M.J., 1933, ii, 807. 


The author analyzed the cases of 1,004 consecu- 
tive patients with head injury who were treated at 
the Manchester Royal Infirmary and Salford Royal 
Hospital. Two hundred and thirty (23 per cent) 
died. Of the 152 fatal cases in which the time of 
death was recorded exactly, the death occurred with- 
in twenty-four hours in 60 per cent and before the 
end of forty-eight hours in the next largest number, 
indicating extensive damage in a high proportion of 
the cases. Jefferson believes that a certain primary 
mortality is unavoidable, but that many of the late 
deaths may be prevented. 

He classifies cases of head injury into 3 groups on 
the basis of stupor rather than according to thie 
evidences of fracture. Group A includes those of 
patients who are deeply unconscious or comatose, 
with widely dilated pupils and sluggish corneal re- 
flexes, cyanosis, stertorous respiration, and flaccid 
limbs. These are the cases with the, primary more or 
less fixed unavoidable mortality. 

Group B includes the cases of patients already re- 
covering consciousness upon their arrival at tle 
hospital. These patients have no recollection of tle 
accident, but can be induced. to answer questions. 
Often they are in shock and are vomiting and res'- 
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less. Some of them may relapse into unconsciousness 
with or without localizing signs of hemorrhage. The 
extradural and subdural hamatomata are commonly 
found in this group. If there is any doubt with re- 
gard to the presence of intracranial bleeding an ex- 
ploration should be done. 

Group C presents the greatest difficulty in diag- 
nosis and treatment as the patients belonging to it 
are admitted to the hospital in a state of stupor or 
semi-stupor and remain uncodperative and unre- 
sponsive for many hours or days. They may move 
about in bed, and examination of the pupils and re- 
flexes is negative. However, these patients should 
be examined often and constantly observed for 
localizing signs of hemorrhage or damage to cerebral 
centers. The author emphasizes that patients in this 
group are often classed as unconscious but progress- 
ing satisfactorily and examinations are not done to 
determine their condition accurately. 

The cause of transient traumatic stupor may often 
be a temporary vascular arrest, but contusion and 
laceration of the brain may be present. Jefferson 
believes that the symptoms depend more upon the 
part of the brain injured or the site of the clot than 
upon increased intracranial pressure. A small clot 
may produce stupor by causing a local reaction since 
the spinal fluid pressure is often not elevated. The 
author believes that irritability, restlessness, in- 
continence, and other similar reactions may often 
indicate injury to the frontal and temporal lobes. 
He cites similar reactions produced in animals by 
lesions of the under-surface of the frontal lobes. 
Following contusion to the speech area producing 
aphasia many patients are mistakenly considered to 
be in stupor because they are unable to speak or fail 
to understand. 

The author does not advocate spinal puncture or 
the intravenous administration of hypertonic solu- 
tions unless secondary oedema occurs on or after 
the second or third day. The patients are unconscious 
because the brain has been damaged generally, and 
not because of oedema. (Edema may be benefited 
by the intravenous administration of a hypertonic 
solution. Intravenously administered hypertonic 
saline solutions may promote intracranial bleeding 
by raising the blood pressure and at the same time, 
by shrinking the brain, increase the space into which 
hemorrhage may occur. 

The syndrome from middle meningeal bleeding is 
well known and recognized, but subdural haema- 
tomata are frequently overlooked. The author al- 
ways considers the possibility of haemorrhage in 
direct temporal contusion if there is the least sign of 
contralateral weakness of the extremities, especially 
in the presence of a hutchinsonian pupil. He believes 
that subdural hematomata arise from injury to the 
lower portion of the frontal or temporal lobes. A 
drill hole should be made below the temporal crest 
in any case in which hemorrhage is suspected. 

The pulse rate varies greatly. A secondary slow 
pulse may develop toward the end of the first week 
or later and the patient gradually recover. However, 
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on the whole, slow pulse rates are found during the 
first few hours more commonly in fatal cases than 
in others. Rosert ZOLLINGER, M.D. 


Dott, N. M.: Intracranial Aneurisms; Cerebral 
Arterioradiography ; Surgical Treatment. Edin- 
burgh M. J., 1933, xl, 219. 


Three clinical types of intracranial aneurism are 
recognized: the ocular paretic type, the apoplectic 
type, and the tumor-like type. 

The ocular paretic type is characterized by an in- 
complete oculomotor paresis accompanied by homo- 
lateral frontal headache and is due to small effusions 
of blood from an aneurism near the circle of Willis. 

The apoplectic type is characterized by a sudden 
“stroke” with partial or complete loss of conscious- 
ness for a period of time, subsequent signs of cerebral 
compression and meningeal irritation with or with- 
out cranial nerve paralysis and focal cerebral signs, 
and the presence of blood in the cerebrospinal fluid 
removed by lumbar puncture. 

The tumor-like type is characterized by signs of 
compression of adjacent structures, particularly the 
optic nerves and chiasm, the clinoid processes, and 
the adjacent bone. 

In the ocular paretic type, carcinomatous inva- 
sions of the base of the skull from the nasopharynx 
involve the abducent before the oculomotor nerve. 
In the apoplectic cases, the fact that the patient is 
usually young and healthy serves to differentiate the 
condition from cerebral thrombosis, intracranial 
hamorrhage, and meningitis. In both of these types, 
an accurate localizing diagnosis can be made by 
arterioroentgenography. In cases of tumor-like 
aneurism, the clinical diagnosis allows only the in- 
ference of a progressive swelling in a certain situa- 
tion, and the differential diagnosis can be made only 
by operation or arterioroentgenography. In addi- 
tion to disclosing aneurisms, arterioroentgenography 
gives information concerning other tumors by the 
distortion of the cerebral vessels. 

Aneurisms of the basal cerebral arteries are found 
in about 1 of 700 consecutive postmortem examina+ 
tions. In many cases they are symptomless and not 
the cause of death. They are more frequent in the 
absence, than in the presence, of arteriosclerosis and 
syphilis. The average age of rupture of the aneurism 
is thirty-two years, but instances of rupture at the 
ages of six and nine years are on record. It is there- 
fore evident that the primary factors in the forma- 
tion and rupture of in aneurism are the pressure of 
the blood and a loca. weakness of the vessel wall. 

An adequate explanation of the local defect in the 
vessel wall has been supplied by recent researches, 
especially those of Forbus. In the development of 
arteries, the larger trunks acquire a muscular coat 
first. Later, the branches acquire muscular coats 
as independent developments. At the junction of 
the branch and the arterial trunk the muscle coats 
meet and fuse, but the fusion may be imperfect. 
In apparently normal arteries small developmental 
gaps constituting definitely weak points in the vessel 
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walls are demonstrable. It is significant that all of 
the saccular aneurisms under discussion were found 
to arise along the line of junction of the arteries with 
their branches. The cerebral arteries are peculiarly 
thin-walled, but are especially protected from the 
force of the pulse by flexures of the main vertebral 
and carotid trunks just as they enter the skull. 

The formation of a saccular aneurism through a 
defective spot in the arterial wall depends upon the 
blood pressure. In the presence of severe defects in 
the wall even a normal blood pressure may cause an 
aneurism. That high blood pressure may cause an 
aneurism in an arterial junction which would other- 
wise have remained intact is shown by the definite 
association of basal cerebral aneurism with stenoses 
of the isthmus of the aortic arch. Ina case of this type 
the blood pressure in the right arm was 190 while that 
in the left arm and leg distal to the stenosis was 120. 
The patient had had several attacks with signs indi- 
cating an aneurism of the intracranial portion of the 
left internal carotid artery. Other cases are cited to 
show the effect of increased intracranial pressure 
causing the rupture of an aneurism. The age at 
which rupture occurs depends upon the degree of the 
defect and on the blood pressure. The site of the 
aneurism is usually in relation to the termination of 
the internal carotid artery, and more frequently on 
the left side than the right side. Common sites are 
the junctions at the posterior communicating branch, 
the bifurcation ‘into the middle and anterior cerebral 
arteries, and the origin of the first large branch from 
the middle branch cerebral artery in the base of the 
sylvian fissure. Aneurisms occurring here are more 
likely to cause minor or major hemorrhages than 
symptoms and signs of tumefaction, and are asso- 
ciated with recurrent ophthalmoplegia and spon- 
taneous subarachnoid hemorrhage. Aneurisms at 
the origin of the ophthalmic branch from the internal 
carotid and at the junction of the anterior cerebral 
and anterior communicating arteries are less fre- 
quent and produce signs of tumefaction more often 
than they cause hemorrhage. 

In the treatment of intracranial aneurism there 
are 3 possibilities: (1) conservative treatment, 
(2) proximal ligation of a carotid artery, and 
(3) the application of muscle fragments directly to 
the aneurism. In cases of minor hemorrhage asso- 
ciated with ophthalmoplegia and headache and 
cases of major subarachnoid hemorrhage, arterio- 
roentgenography identifies and shows the location 
of the lesion. If the lesion is proximal to the circle 
of Willis, ligation of the carotid artery is indicated. 
Also, in cases exhibiting a basal tumor syndrome, 
proximal ligation should be done. If an aneurism is 
shown by clinical findings or artérioroentgenography 
to be distal to, or on, the circle of Willis, conservative 
treatment is advisable. In cases with repeated 
hemorrhages, especially at intervals of a few days 
or weeks, the prognosis is grave, the probability of 
spontaneous healing is slight, and direct operation 
is justified. At operation, ligation of a main arterial 
trunk distal to the circle of Willis is impossible as the 


resulting functional loss would be too severe. The 
aim should be to form a secure scaffolding for clots 
and fibrosis around the aneurism by the application 
of fragments of muscle, the artery being left patent 
and intact. In the case of an aneurism producing a 
tumor syndrome and situated distal to the circle of 
Willis, conservative treatment is indicated unless 
repeated hemorrhages occur. 

Conservative treatment by rest and the adminis- 
tration of morphine in the early days following a 
single subarachnoid hemorrhage may be supple- 
mented by lumbar puncture. Slow removal of the 
fluid without reduction of the pressure below normal 
allows the removal of considerable quantities of 
irritating blood. The symptoms of cerebral com- 
pression and meningeal irritation may be relieved 
and convalescence shortened. 

Spontaneous and permanent cure may follow 
conservative treatment. When the patient has 
survived for several months without further evidence 
of hemorrhage, it is unlikely that the thrombosed 
aneurism will cause further bleeding. 

After recovery, the patient should be warned 
against activities likely to raise the blood pressure 
considerably, but otherwise should be encouraged 
to live a normal and active life. E. S. PLatr, M.D. 


Lucherini, T.: The Value of Encephalography in 
the Diagnosis of Brain Tumors (Il valore 
dell’encefalografia nella diagnosi dei tumori cere- 
brali). Policlin., Rome, 1933, xl, sez. med. 596. 


This is a detailed clinical, encephalographic, and 
pathological study of an endothelioma of the right 
parietal lobe and a neurofibroma of the cerebello- 
pontine angle which demonstrates the value of en- 
cephalography in the diagnosis of brain tumors. 

The first case is reported also as a contribution on 
the symptomatology of parietal lesions as the growth 
in the right parietal lobe was associated with as- 
tereognosis of the left hand of the right-handed pa- 
tient. All who have localized the stereognostic sense 
in the second parietal convolution have noted that 
this localization is almost always in the left hemi- 
sphere. In the recent literature accessible to him, 
Lucherini has been able to find only one case similar 
to his, a case reported by Wendel. 

In the second case, Lucherini practiced arteriog- 
raphy successfully without causing untoward symp- 
toms, but also without contributing to the diag- 
nosis. The method and the interpretation of the 
results are difficult. Arteriography offers no advan- 
tages over encephalography. 

With regard to the comparative merits of en- 
cephalography and pneumoventriculography, the 
author states that the question is still open. He 
reviews the controversy between the American 
school represented by Dandy and the German school 
represented by Bingel. He states that the extremely 
easy and simple technique of Bingel, which does not 
expose the patient to dangerous intervention, is cer- 
tainly not comparable with pneumoventriculogra- 
phy which, although not difficult, is a surgical opera- 
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tion with grave potential dangers. In cases of tumor 
of the posterior fossa already diagnosed, ventricu- 
lography may be preferred as a measure of prudence 
although, if a careful technique is employed, the 
danger in the use of the lumbar route is slight. Ac- 
cording to the author’s experience, air introduced by 
the lumbar route rarely fails to reach the lateral ven- 
tricles, and its failure to do so is in itself a valuable 
index of abnormality of the arachnoid. However, 
ventriculography is a more refined and complete 
method than encephalography and is of value to 
supplement the latter. The amount of air intro- 
duced by the lumbar route should not be less than 
50 c.cm., but amounts over 70 c.cm. are dangerous. 

Encephalography is of great value. Fatalities 
associated with it are exceedingly rare considering 
its extensive use. Nevertheless it should be em- 
ployed with discretion and, in the author’s opinion, 
should be reserved exclusively for the study of tu- 
mors. Its use in conditions in which a clinical diag- 
nosis is easy is unjustifiable. 

The article is illustrated and has a bibliography. 

M. E. Morse, M.D. 


Garland, H. G., and Armitage, G.: Intracranial 
Tuberculoma. J. Path. & Bacteriol., 1933, xxxvii, 
4061. 


Of 1,300 consecutive autopsies performed at the 
Leeds General Infirmary in the period from 1910 to 
1931, an intracranial tumor was found in 264. 
Eighty-nine (33.8 per cent) of the tumors were 
tuberculous. The incidence of intracranial tumor 
based on the number of autopsies was 2.02 per cent, 
and the incidence based on the number of brains 
In addition to the 89 


examined, 7.45 per cent. 
cases of tuberculoma there were 356 cases of tuber- 


culous meningitis without tuberculoma. The in- 
cidence of neurotubercle in all autopsies was 3.42 
per cent and in all brains examined 12.6 per cent. 
Tuberculomata constituted 34 per cent of all intra- 
cranial masses, 63 per cent of all masses in patients 
under twenty years of age, and 66 per cent of all 
masses in children. Above the age of twenty years, 
their incidence was 17 per cent. 

In Leeds, tuberculomata are as common as 
gliomata and these 2 tumors constitute 70 per cent 
of all intracranial tumors. The ratio of tubercu- 
lomata in females and in males is 4:3. The triennial 
incidence of tuberculoma during the period re- 
viewed, although variable, did not show any appre- 
ciable decrease. There were 41 cases of solitary 
tuberculoma and 48 cases of multiple tuberculoma. 
The cerebellum was involved in 67 per cent of the 
cases and the cerebrum in 47 per cent. The most 
common type of lesion was the solitary cerebellar 
mass. 

Tuberculous meningitis was the cause of death in 
about 75 per cent of the cases. Other tuberculous 
lesions caused death in about 20 per cent. In only 
2 cases was death due to increased intracranial pres- 
sure, and in both of these there was active pul- 
monary tuberculosis. 
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The fact that there were only 2 cases of calcified 
tuberculoma supported Stewart’s statement that 
authentic cases of spontaneous cure of intracranial 
tuberculoma are rare. In both of the cases cited the 
mass was calcified throughout, but in a case recorded 
by Smith in 1927 the calcification was peripheral. 
Occasionally a calcified mass in the brain is dis- 
covered on X-ray examination. Under such circum- 
stances the calcification is usually in the form of a 
shell. It is therefore impossible in the present state 
of our knowledge to assert positively that such a 
mass is a tuberculoma or a neoplasm. 

Dural tuberculoma is uncommon and quite dis- 
tinct from tuberculoma within the substance of the 
brain. Intracranial masses are rarely adherent to 
the dura mater, whereas intracranial gumma is 
probably always attached to the dura mater. In 1 
case cited there was widespread, irregular thicken- 
ing of the entire dura of the posterior fossa including 
the undersurface of the tentorium. The degree of 
thickening varied up to '4 in., and the plaque had a 
yellowish, nodular appearance. This is an example 
of the rare condition known as ‘“‘méningite en plaque 
tuberculeuse” reported by Pardee and Knox in 
1927. It is seen only in adults, and is usually asso- 
ciated with headache, fever, vomiting, and jack- 
sonian attacks. 

The chief clinical manifestations may be divided 
into 2 main groups: those due to increased intra- 
cranial pressure and those due to the presence of 
active tuberculosis. Tuberculomata rarely cause 
symptoms prior to the onset of tuberculous menin- 
gitis. There are no characteristic clinical manifesta- 
tions of intracranial tuberculoma, but in 90 per cent 
of the cases pyrexia occurs at some stage. A family 
history of tuberculosis was given in 10 per cent of 
the cases reviewed. In occasional cases, dilatation 
of the pupils, vertigo, cough, choroidal tubercles, 
and optic atrophy were found. The pulse rate was 
practically always increased, and its rapidity was 
usually out of proportion to the degree of the 
pyrexia. ‘ 

The data regarding cerebrospinal fluid changes in 
cases without meningitis are insuflicient for con- 
clusions. As a cerebral neoplasm may occur in a 
patient who is suffering from active tuberculosis, 
an accurate clinical diagnosis of intracranial tuber- 
culoma is impossible. The discrepancy between the 
pathological and surgical incidence of tuberculoma 
can be explained only by the absence of clinical 
manifestations prior to the onset of tuberculous 
meningitis. E. S. Pratt, M.D. 


SPINAL CORD AND ITS COVERINGS 


Tamaki, K.: Thirty-Nine Extramedullary Tumors 
of the Spinal Cord. Am. J. Surg., 1933, xxii, 397. 


Of thirty-nine extramedullary tumors, thirty-four 
were fibroblastomata, four were fibromata, and one 
was a neuroma. The tumors are always lateral at 
the outset, but may come to occupy nearly any 
position in relation to the spinal cord, growing, as 
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they do, in the lines of least resistance. Most of 
them are intradural, but some are extradural and 
some are dumb-bell shaped. The vast majority 
occupy the level between the fourth cervical and 
sixth thoracic segments. They show a striking 
similarity in shape and configuration, most of them 
being elongated and sausage shaped. 

Pain is a conspicuous symptom and the first one 
in 82 per cent of the cases. It is usually first noted 
as a more or less definitely localized point corre- 
sponding to the root segment involved. It may be 
cramp-like, burning, or drawing, a dull ache, 
neuralgic, knife-like, boring, rheumatic or of a girdle 
character. The next most frequent complaint is 
paresthesia. Motor weakness is not a common 
initial symptom, but may come on early. It is 
generally first noted in the leg of the affected side, 
but may eventually involve the contralateral side. 
As a rule the paralysis is of the spastic type, but it 
may be flaccid. About 69 per cent of the cases show 
sphincteric disturbances. 

In the cases studied, pain of some sort was present 
for twenty-seven and seven-tenths months, pares- 
thesia for seventeen months, and motor weakness 
for sixteen and five-tenths months before operation. 
Thus the common history is that of early localized 
pain followed by paresthesias, anzsthesias, and 
motor weakness. 

The segmental diagnosis is based on: (1) sensory 
phenomena, (2) vasomotor disturbances, (3) sympa- 
thetic phenomena, (4) motor symptoms such as 
atrophies and twitchings, (5) loss of an individual 
reflex, (6) the findings following the injection of 
iodized oil, and (7) the findings of dual lumbar 
punctures (xanthrochromia and increased globulin 
content with spinal block). Spinal cord tumors may 
be confused with transverse myelitis, syringomyelia, 
and multiple sclerosis. Joun W. Epton, M.D. 


MISCELLANEOUS 


Harris, W.: The Traumatic Factor in Organic 
Nervous Disease. Brit. M.J., 1933, ii, 955. 


The question as to the causal relationship be- 
tween injuries to the head, back, trunk, or limbs 
and the subsequent development or aggravation of 
a pre-existing organic nervous disease has been 
much debated and entirely contrary opinions have 
been expressed by various authorities. Grave injus- 
tice is often done by refusal in certain cases to admit 
the possibility of cause and effect in progressive 
nervous disease following trauma. We know, for 
example, that injury to the peripheral neurons pro- 
duces chromolytic changes in the nerve cells in the 
spinal cord or posterior root. ganglion connected 
with the peripheral nerve fiber that is injured. This 
metabolic change, called by Marinesco the “réac- 
tion a distance,”’ can be recognized on microscopic 
examination. It is conceivable that under certain 
circumstances further changes of a progressive na- 
ture may result. Since at the present time we know 
nothing of the pathology of progressive muscular 
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atrophy, it is impossible to state that there is no 
conceivable pathological process by which an injury 
unaccompanied by an infective process can bring 
about a general or rapidly fatal dissolution of the 
nervous system. 

The author first cites the case of a flying-officer 
with neurosyphilis who developed symptoms shortly 
after a blow on the head received while he was mak- 
ing a parachute landing. He next cites the case o/ a 
porter who developed amyotrophic lateral sclerosis 
following a severe bruise of the right foot. The 
symptoms began immediately after the injury and 
were first noted in the region involved by the 
trauma. A third case cited was that of a patient who 
developed the typical syndrome of pituitary tumor 
following a blow on the head. At operation, an 
adenoma of the pituitary was demonstrated. In the 
first case the trauma apparently so affected the tis- 
sues as to hasten the onset of symptoms due to latent 
disease, while in the second and third cases either 
the same thing had occurred or the disease had been 
actually initiated by the trauma. 

The author reviews 16 cases of chronic sclerosis of 
the spinal cord, most of them cases of typical <is- 
seminated sclerosis developing soon after severe in- 
juries to the back or head. These 16 cases con- 
stituted 7 per cent of 234 cases of spinal sclerosis 
observed by Harris. Some of the patients were en- 
tirely well before the injury, while others had sug- 
gestive symptoms of disease which became markedly 
increased after the trauma. The brain being more 
liable to suffer contusion than the spinal cord, cere- 
brospinal sclerosis appears to be a far more common 
sequel of injury than degenerative processes prac- 
tically limited to the spinal cord, such as progressive 
muscular atrophy and tabes. 

As nerve cells are damaged and then undergo 
atrophy as the result of punctiform hemorrhages 
and oedema, the author concludes that, in our pres- 
ent state of pathological ignorance, it is impossible 
to assert confidently that such a process, once 
started, will not progress, in some instances even to 
a fatal termination. ArtHuR S. W. Tourorr, M.D. 


Davis, L.: The Surgical Treatment of Intractable 
Pain. J. Am. M. Ass., 1933, Ci, 1921. 


Satisfactory results from the surgical treatment 
of intractable pain require a knowledge of the mech- 
anism involved in the physiology of somatic and 
visceral pain. Davis reviews the outstanding con- 
tributions on this subject. 

Section of the lateral division of the posterior 
spinal root or the lateral columns of the white mat- 
ter of the cord will abolish such somatic reflexes 
to pain as a rise in the blood pressure and rapid 
respiration. The experimental study of visceral 
pain has shown that painful visceral manifestations 
can be abolished by: (1) section of the splanchnic 
nerve on that side, (2) complete transverse section 
of the cord, (3) lateral section into the gray matter, 
and (4) bilateral section of the proper number of 
posterior spinal roots. Davis states that the un- 
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satisfactory results of chordotomy for the relief of 
visceral pain are due to failure to extend the section 
into the gray matter. Section involving only the 
lateral white column (spinothalamic tract) relieves 
only somatic pain. 

The theories explaining the sensation of pain 
caused by visceral disease are discussed. Three of 
these are mentioned here. Visceral afferent im- 
pulses are brought up through the splanchnics and 
white rami to the cord whence they are radiated by 
way of the sensory tracts to the periphery. Head 
believes that there is some form of spinal cord irrita- 
tion which renders painful all sensory impulses going 
through this region. Davis and Pollock assume that 
visceral painful impulses produce efferent cutaneous 
reflex effects liberating a metabolite in the skin 
which is painful. These somatic painful impulses are 
then carried to the cord and to consciousness over 
the well-known somatic afferent pathways. This 
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theory agrees well with the recent reports of relief 
from the subcutaneous injection of novocain in a 
peripheral area, such as the relief of anginal pain 
by the subcutaneous injection of novocain in the 
left arm. 

There is no doubt that the sympathetic system 
has an important réle in the mechanism of pain 
production. From an experimental study of the 
cervical sympathetics the author comes to the con- 
clusion that the stimuli go by way of the sympa- 
thetic ganglia to the post-ganglionic fibers to their 
terminals (blood vessels, etc.), from whence is 
liberated the metabolite which is returned centrally 
by way of the sensory roots with the production of 
conscious pain. 

In conclusion Davis cites a case showing total loss 
of sensation after section of all of the posterior 
roots to the upper extremity. 

BENJAMIN G. P. SHAFrROFF, M.D. 
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CHEST WALL AND BREAST 


Moschcowitz, A. V.: Vestigial Mastitis. Ann. Surg., 
1933, XCviii, 855. 

Moschcowitz describes vestigial mastitis as a 
painful cord-like structures extending in a line from 
the axilla by way of the nipple to the symphysis. He 
believes that these cords are inflamed parts of an 
abnormally persistent milk ridge of the embryo. 
He reports six cases, in one of which biopsy sections 
were made. SAMUEL PERLow, M.D. 


Eberts, E. M.: Paget’s Disease of the Nipple. 
Internat. Clinics, 1933, iv, 192. 


The author attempts to show that Paget’s disease 
of the nipple is not primarily epidermal, but begins 
as a cancerous perversion of the columnar epithelium 
of the ducts, and that in all cases the only treat- 
ment which is justifiable is radical amputation of 
the breast. 

Clinically, Paget’s disease is a chronic unilateral 
affection of the nipple and areola resembling in some 
respects eczematous dermatitis, but resistant to all 
local treatment. Periodic bleeding from the nipple 
may occur. With the appearance of the epidermal 
erosion there can be detected, on careful palpation, 
a cordlike strand extending from it in to the breast. 
In clinical sequence the third stage is that of lymph- 
gland involvement. 

The conspicuous and characteristic microscopic 
feature of the Paget’s lesion is the presence in the 
malpighian zone and especially in the basilar layer 
of the epidermis, of large pale cells occurring singly 
or in clusters, which, with Masson’s triple stain and 
under low magnification, give to the field a lace-like 
appearance. Beginning with the penetration of the 
basilar layer of the epidermis, the Paget cells con- 
tinue to drift toward the surface, where ultimately 
they appear as rounded bodies, even between the 
cells of the cornified stratum with which they are 
shed. 

The most common affections of the nipple from 
which Paget’s disease must be differentiated are: 
(1) simple eczema, occurring at all ages and involv- 
ing usually not only the nipple, but also the whole 
of areola as well and sometimes the greater part of 
the skin of the breast; (2) a fissure of the nipple, 
occurring during lactation; and (3) warts or verruce, 
single or multiple. These papillomatous growths 
rise above the surrounding epidermis of the nipple. 
They are painless and do not tend to ulcerate. 

The treatment of all cases of Paget’s disease is 
radical amputation of the breast with removal of 
the pectoral muscles and the fat, lymphatics, and 
lymph glands of the axilla. 

J. Wituerspoon, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Rubin, E. H., and Newman, H. S.: Upper Lobe 
Bronchiectasis. Am. J. M. Sc., 1933, clxxxvi, 650. 


This article consists chiefly of a résumé of eight 
cases of non-tuberculous upper lobe bronchiectasis 
which the authors collected from their service and 
sixteen cases collected from the literature. In addi- 
tion there is a brief discussion of the diagnosis of 
upper lobe bronchiectasis. 

One of the striking clinical features of the col- 
lected cases was the high average age of the patients 
—sixty years. In each instance repeated search for 
tubercle bacilli was unsuccessful. The detailed 
macroscopic and microscopic reports are based on 
autopsy findings. 

Although in by far the majority of cases of upper 
lobe bronchiectasis the condition is secondary to a 
tuberculous infection the authors believe that in a 
few cases the bronchiectasis is non-tuberculous. The 
chief basis for this assumption is the absence of 
tubercle bacilliin the sputum. . 

The most constant physical finding and the most 
helpful diagnostic feature in non-tuberculous cases 
is the presence of resonance above the clavicle, a 
finding emphasized previously by Fishberg. Other 
findings are absence of apical shrinkage and ad- 
herence between the visceral and parietal pleura at 
this point. 

Although lipiodol injection followed by X-ray 
examination is mentioned in connection with one 
case, no particular emphasis is placed on this exceed- 
ingly important diagnostic procedure. 

The authors report also three cases in which up- 
per lobe bronchiectasis developed on the basis of 
an active tuberculous lesion of the lung. 

FRANKLIN E. WALTON, M.D. 


Pardal, R., Ferrari, R. C., and Itoiz, A.: Cancer of 
the Apex of the Lung With Associated Tuber- 
culous Lesions, the Dejerine-Klumpke Syn- 
drome, and Vertebral Metastasis (Cdncer de 
vértice pulmonar con lesiones coexistentes de tuber- 
culosis, sindrome de Déjérine-Klumpke y metAstasis 
vertebral). Semana méd., 1933, xl, 1409. 


The case reported in this article is the fifth case 
of cancer of the lung with involvement of the spine 
and coexisting tuberculosis to be recorded. There 
was a fibrous tuberculosis of the right lung as well 
as of the left in which the cancer was situated. As 
tuberculosis and cancer were present together in 
the same spot, both of these lesions could be diag- 
nosed on the same microscopic slide. 

In certain cases of cancer of the lung metastases 
spread to the supraclavicular fossa and the costo- 
vertebral angle, thus becoming exteriorized. In 
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the case reported compression of the nerve roots and 
spinal cord produced an inferior radicular pressure 
syndrome of the brachial plexus (Bernard-Horner 
syndrome). There was intense pain in the region of 
the ulnar nerve with atrophy of the thenar and 
hypothenar eminences and paralysis of the in- 
terossei and lumbrical muscles. 

A cancer mass was found excavating the pul- 
monary apex and a secondary mass in the supra- 
clavicular fossa and costovertebral angle. The arm 
on that side showed marked oedema. Secondary 
growths had invaded the spine, completely destroy- 
ing the first dorsal vertebra and compressing the 
cord at that level. 

From the standpoint of the clinical and anatomical 
picture of cancer alone, only thirteen similar cases 
have been recorded. Of these, eleven were observed 
in the Argentine. Tobias calls this condition the 
“painful apicocostovertebral syndrome.” 

R. MEEKER, M.D. 


Coquelet: The Economic Treatment of Purulent 
Pleurisy (Le traitement économique des pleurésies 
purulentes). Arch. méd.-chir. de Vappar. respir., 
1933, Vili, 289. 

The prognosis of purulent pleurisy depends to a 
considerable degree upon factors not related to the 
mode of treatment. Among them are: 

1. The condition of the underlying lung. An 
autonomous or metapneumonic pleurisy becomes 
cured more easily than a putrid pleural suppuration 
developing in contact with a focus of pulmonary 
gangrene. 

2. The nature of the causal organism. It has long 
been known that the pneumococcus is less deadly 
than the streptococcus, and that the streptococcus is 
less deadly than the anaérobes. 

3. The general condition of the patient. A person 
with diabetes, alcoholism, or a cardiac condition is 
less likely to recover from purulent pleurisy than an 
otherwise healthy person. Age is also a factor. The 
mortality of purulent pleurisy is high in infancy and 
advanced age. 

In a comparison of the results of different methods 
of treatment a bacteriological classification of the 
cases is of secondary rather than primary impor- 
tance. Of most importance is a classification based 
on the associated lesions of the underlying lung and 
the patients’ general condition and age. 

The author gives a brief review of the history and 
a description of the various modes of treatment. 

In his opinion, the factor primarily responsible 
for the high mortality and the persistence of chronic 
suppurating cavities is the occurrence and mainte- 
nance throughout the period of drainage of an open 
pneumothorax. Various methods to prevent this 
pneumothorax have been suggested and have been 
used from time to time, but have not received 
general favor. 

In 1918, after the influenza epidemic, Netter re- 
ported that in purulent influenzal pleurisy early 
pleurotomy had a mortality of 81 per cent. During 
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the war, the mortality was shown by some statistics 
to range from 4o to 50 per cent and by others to 
range from 84 to 92 per cent. 

Coquelet concludes that open pneumothorax 
causes asphyxia by the following two mechanisms: 

1. Hindering the entrance of air by way of the 
larynx. 

2. Causing anoxemia by favoring the mixture of 
venous and arterial blood (the phenomenon of Spehl 
and Dautrebande). 

As long as the mediastinum is not stabilized by 
adhesions the normal lung suffers from an open 
pneumothorax almost as much as the collapsed lung. 
A patient can tolerate thoracic section in direct 
proportion to his vital capacity. As long as the 
musculature is strong and resistant there is a possi- 
bility of compensation. 

Of the various procedures, the author prefers 
closed drainage. By some, lavage is believed to be 
associated with the danger of dissemination of the 
infection. However, this danger is avoided if the 
lavage is carefully done regularly and with complete 
evacuation of the irrigating fluid and the use of a 
non-irritating solution such as dilute Dakin’s solu- 
tion. It has been stated also that lavage may give 
rise to undesirable reflexes, attacks of epilepsy, 
hemiplegia, and cerebral apoplexy, and that it may 
even cause death. These accidents occurred chiefly 
before the era of strict antisepsis and more refined 
technique. Today they are rare and need not be 
feared if non-irritating fluids at body temperature 
are used and if the amount does not exceed too gm. 
at the most and is reduced as the suppurating cavity 
retracts. 

To prevent chronic purulent pleurisy Coquelet 
recommends an operation which permits re-expan- 
sion of the lung as soon as possible. This may be 
achieved best by the early use of closed drainage 
followed immediately by exercise and respiratory 
gymnastics. 

In the presence of tuberculosis or a superimposed 
infection it is imperative to operate without open 
pneumothorax. 

Another factor leading to chronicity is the pres- 
ence of a bronchopleural fistula. Bronchopleural 
fistula are more common than is suspected. They 
close quickly (in one or two months) after closed 
drainage provided they are not filled with fluid and 
are not dilated by too energetic respiratory exercises. 
In the presence of a bronchopleural fistula respira- 
tory exercises should not be started until the cavity 
has begun to diminish in size and the fluid comes 
back almost clear. 

When a chronic empyema cavity is present the 
author softens the thick pachypleurisy by irrigating 
several times daily with Dakin’s solution in a con- 
centration which is gradually increased up to double 
the normal concentration. By proper exercises at- 
tempts are made to increase the volume of the lung. 
The capacity of the residual sac is measured weekly, 
and once a week an irritating solution such as iodine, 
zinc sulphate, or phenol is injected to produce adhe- 
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sions between the pleura and thereby maintain the 
compensatory expansion. Even very old cases will 
respond to this treatment. 

In the technique used by the author today, soft 
trocars 12 cm. long are used. The sheath measures 
10 cm. Trocars of two calibers are necessary, one 
from 10 to 11 mm. and one 6 mm. in diameter. 
Drains of the proper caliber are kept at hand. Both 
trocars and drains are graduated in centimeters. 
The intervention is very rapid, requiring only four 
or five minutes. The level of the effusion having 
been determined and a puncture made, the optimum 
point for the establishment of drainage is determined. 
At the point chosen, an injection of a 2 per cent solu- 
tion of novocain is made from the skin to the pleura 
along the upper margin of the rib with care to avoid 
the vessels. When possible, the point for drainage is 
chosen in the posterolateral region. A bistoury with 
a blade sufficiently narrow to make a skin incision 
slightly smaller than the diameter of the trocar to be 
used is then introduced through the anesthetized 
area. The bistoury is then withdrawn and the trocar 
introduced into the incision. When the mandrin is 
withdrawn a jet of pus comes through the trocar. 
The trocar is closed with the finger and a drain of 
suitable size inserted, the sheath of the trocar being 
withdrawn gently. The drain is left in place and 
closed by a pressure clamp like that used to regulate 
the drop flow in irrigation by the Carrel method. 
The penetration of the drain is regulated by the 
centimeter gradation. It need not exceed from 5 to 
8 cm. Asa rule one drain is sufficient, but in some 
cases several drains may be required. The method 
of fixing the drains and the procedure of drainage 
are described in detail. 

Lavage is begun the day after the intervention. 
The drainage tube is closed and the lavage tube 
opened. When the desired amount of fluid has been 
injected, the lavage tube is closed and the drainage 
tube is opened. Up to too c.cm. of Dakin’s solution 
may be injected for irrigation until the fluid returns 
clear. If the patient coughs and complains of tasting 
chlorine, the lavage must be discontinued. 

A solution of methylene blue is then injected into 
the pleura to determine whether a bronchopleural 
fistula is present. In the presence of a fistula the 
methylene blue will appear immediately in the 
sputum. 

Cardiac tonics are administered and the associated 
pneumonia given appropriate treatment. In cases of 
dyspncea, oxygen may be administered through the 
nose. The lavage is continued for about eight days 
after the morning irrigation fluid returns clear. The 
drain is then cut off about 2 cm. from the thoracic 
wall and a finger cot attached. This is left in place 
for several days to be sure that the temperature does 
not rise and that too much pus does not form. If all 
goes well the drain is removed at the end of that 
time, but a probe is passed every day to keep the 
passage open. When the pus has disappeared and 
the size of the cavity has diminished to a capacity 
of from 5 to 10 c.cm. the treatment is discontinued 


INTERNATIONAL ABSTRACT OF SURGERY 


for two or three days and the patient carefully 
watched for a rise in the temperature and an ac- 
cumulation of pus. If all is well at the end of that 
time the fistula is permitted to close. 

Before the condition is considered completely 
cured a clinical control examination should be made. 
If a cavity persists, costectomy is indicated to 
obliterate it. A secondary costectomy of this type is 
well tolerated as the patient is in better condition 
and the fixation of the mediastinum by the pleural 
adhesions renders pneumothorax impossible. If the 
drain becomes clogged and Dakin’s solution does not 
clear it, from 150 to 200 c.cm. of a solution of hydro- 
chloric pepsin (Hermannsdorfer) may be injected to 
digest the membranes. Persistence of fever may |e 
due to clogging of the drain, abscess of the soft paris 
of the back, secondary non-drained purulent pleur:| 
collections, disease of the underlying lung, or peri- 
carditis. 

The author summarizes the advantages of closed 
drainage as follows: 

1. It reduces the mortality. 

2. It prevents the development of chronic em- 
pyema. 

3. It hinders the entrance of cold air into the 
thorax. 

4. It permits slow escape of the pus without 
shock or violent displacement of the mediastinum 
or heart. 

5. The technique is simple and can be carried out 
with the patient in bed. 

6. Dressings are few and simple. 

7. The duration of hospitalization is reduced. 

Evita ScHANCHE Moore. 


The Treatment of Pleural Empyema 


Ruetz, A.: 
(Die Behandlung des Pleuraempyems). 
Wehnschr., 1933, li, 1414. 


Klin, 


Every intrathoracic pressuré change in the pleural 
space brought about’ by a massive effusion results 
in displacement of the mediastinum and thereby 
increases the size of the space. This is especially 
striking in the thorax of the child, in which the 
mediastinum is very delicate. When the effusion 
increases, the space is further enlarged by descent 
of the diaphragm. 

The displacement of the mediastinum toward the 
healthy side is at first not only the result of the 
mechanical pressure of the effusion. Even an ef- 
fusion under negative pressure can lead to such 
displacement. The cause of the displacement is tle 
sucking action of the heavily breathing lung of the 
other side. This process is a part of the compensa- 
tion tendency of the body. It suffices as long as 
the respiratory movements of the reflexly enlarged 
thorax by the accessory muscles of respiration are 
adequate. When the compensatory widening of the 
thorax ceases, the pressure of the exudate begins 
to exert its effect. This result is hastened when 
the elasticity of the diseased lung, and thereby the 
maintenance of negative pressure, is disturbed by 
a decrease in the air content of the lungs as the result 


( 
( 
f 
| 


or 


SURGERY OF THE CHEST 313 


of compression atelectasis or inflammatory paren- 
chymatous infiltration. 

Operative methods which produce a communica- 
tion between the empyema and the external air 
result in open pneumothorax and thereby an acute 
mediastinal shift. The mediastinum flutters and 
compromises the circulation in the large venous 
trunks. Filling and emptying of the right auricle 
are disturbed. The circulation is acutely hindered, 
especially in cases of empyema on the right side. 
The functioning of the thin-walled auricle is me- 
chanically inhibited. Dilatation of the auricle is 
disturbed by the failure of respiratory movements. 
There is a congestion of inflow and a poor cardiac 
flow. The most severe circulatory disturbances oc- 
cur as the result of kinking of the inferior vena cava 
as it passes through the diaphragm. On the left 
side, the well-developed musculature of the left 
ventricle offers strong resistance to the pressure of 
the exudate and displacement of the heart does not 
play so important a réle. However, in cases of 
large empyema the broad surface of contact which 
the heart presents as it hangs into the left chest 
favors torsion of the organ and of the great vessels. 

In the treatment of empyema these pathologico- 
physiological facts must be taken into considera- 
tion. An empyema cannot be opened widely as 
simply as an abscess. Open thoracotomy in em- 
pyema, especially in children, has a high mortality. 
Sudden changes of intrathoracic pressure must be 
avoided. Careful, gradual decompression must be 
attempted with care to preserve the closed character 
of the chest cavity. Three results must be obtained: 
(1) removal of the pus; (2) correction of the patho- 
logical intrathoracic displacements without danger 
to the heart and lungs; and (3) re-expansion of the 
lung with restoration of its physiological status. 

It is important to determine whether removal 
of the pus or correction of the intrathoracic dis- 
placements is the more important indication. If 
the general body intoxication is most prominent 
as, for example, in septic pleural phlegmons and 
metastatic suppurative empyema, consideration of 
the heart and lungs is of secondary importance. 
The chest cavity must be opened under differential 
pressure by rib resection and adequate drainage of 
the pus established. In contrast, are cases of meta- 
pneumonic empyema in which the intoxication is 
not severe, but there is considerable danger from 
mediastinal displacement. In these cases the treat- 
ment must begin with simple aspiration. Twenty 
minutes before the aspiration, 0.02 gr. of morphine 
is given. The aspiration is done under local anes- 
thesia. In cases of free effusion the aspiration is 
done with a large cannula (record syringe) in the 
seventh intercostal space in the posterior axillary 
line. If pus is found, the record syringe is replaced 
by a suction apparatus (two-way control like that 
of Dieulafoy). The evacuation of from 200 to 500 
c.cm. of pus is followed by considerable relief of 
the circulatory and respiratory difficulties. Often 
a single aspiration is sufficient for cure. The re- 


sorptive power of the pleura improves. If the 
exudate recurs, a second aspiration is done. Only 
when a toxic and very febrile condition develops 
and becomes steadily worse should the method of 
aspiration be dropped. Then one must decide 
whether to use open or closed drainage. If a long 
time (two or three weeks) has elapsed since the 
onset of the effusion, thoracotomy with rib resec- 
tion is the procedure of choice as the mediastinum 
has become firmer. Closed drainage is the safest 
procedure. Its two disadvantages are: (1) arrest 
of drainage by plugging of the tube (fibrin formation, 
staphylococcus empyema), and (2) the danger of a 
phlegmonous inflammation of the chest wall from 
leakage around the tube. 

After preliminary exploratory aspiration, the 
author makes a skin incision 1 cm. long in the pos- 
terior axillary line of the seventh or eighth inter- 
costal space. He then inserts a thick trocar into the 
neck of which he passes a rubber tube of about the 
diameter of a finger. After the obturator is with- 
drawn, the rubber tube is passed through the trocar 
into the pleural cavity. In the distal end of the 
rubber tube is attached a glass connection to a longer 
rubber tube ending in a soft collapsible rubber tube 
which is immersed in water. In this way air is 
excluded. A clamp is applied to the tube to regulate 
the amount of outflow of pus. 

With the emptying out of the pus, re-expansion 
of the lung begins. At first, strong suction must be 
avoided on account of hemorrhages, irritative 
cough, and the danger of rupturing cortical foci. 
Only after the fever has completely subsided and 
the flow of pus has completely stopped should the 
efforts of the organism be assisted (Perthe’s pro- 
cedure). Insufflation of a spirometer or rubber bag 
is to be recommended. Repeated roentgenological 
control gives information concerning the aération 
of the lung and the level of the effusion. The tube 
is removed after there has been no evacuation of 
pus for several days and the patient still remains 
afebrile. If the drain becomes plugged by large 
pieces of fibrin clot, irrigation with hydrochloric 
acid-pepsin solution or, possibly, rib resection may 
be indicated. Through a small gap in the rib, a 
heavier drain is inserted. This is made air tight, and 
closed drainage is preserved (Stober system). 

An empyema should be opened only in the hospi- 
tal and under differential pressure. The mediasti- 
num should be supported and an open pneumothorax 
avoided by increasing the bronchial pressure. The 
seventh or eighth rib is resected in the posterior 
axillary line after preliminary exploratory puncture. 
If the increased bronchial pressure drops because of 
the slow outflow of pus, it can be increased again 
until there is complete re-expansion of the lung. 
There should be no violent blowing. The valve is 
set at light air pressure. The advantages of differ- 
ential pressure are acceleration of healing and avoid- 
ance of residual empyema cavities. In cases of small 
encapsulated empyema and collections of pus of long 
standing, open pneumothorax does no harm. 
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Interlobar and mediastinal empyemas require spe- 
cial procedures. Because of the danger of spreading 
the inflammation to the free pleura, aspiration is 
dangerous. After careful clinical localization of the 
exudate (dullness, circumscribed oedema) and after 
fluoroscopy, resection is done at the point where the 
exudate is closest to the chest wall. A rib is removed 
with care not to injure the parietal pleura. Opening 
of the empyema is possible in the first stage only if 
the pleural space is closed by adhesions. If the re- 
spiratory excursions of the lung are observed under 
the thin pleura, the formation of adhesions in the 
region of the pus accumulation must be encouraged 
at the first operation by extrapleural packing with 
paraffin. With the index finger, a subcostal bed is 
prepared for the paraffin by carefully loosening up 
the connection between the endothoracic fascia and 
the parietal pleura. A cavity about the size of the 
palm of a hand is prepared and filled with paraffin, 
and the intercostal muscles between the rib frag- 
ments are drawn together by a silk suture to prevent 
extrusion of the paraffin. In the course of two or 
three weeks the pleure grow together. Occasionally 
the pus breaks through spontaneously. The pack is 
then removed and the pack bed tamponed with 
gauze. Otherwise, the pack is removed at the end 
of two or three weeks and the thermocautery is 
applied to make an opening at the deepest point 
of the bed. 

In cases of tuberculous mixed-infection empyema 
(a complication of artificial pneumothorax), the 
chest cavity must be kept closed as long as possible. 
In cases of sterile effusions, repeated aspirations are 
sufficient to prevent great intrapleural pressure 
changes. Even when mixed infection supervenes, 
aspiration should be continued as long as the char- 
acter of the pus and the condition of the patient 
permit. When the pus becomes thicker or rapid de- 
compression is imperative because of toxic absorption 
by the body, Buelau’s syphon drainage should be 
used. Irrigation with sodium chloride and pepsin- 
hydrochloric acid solutions assist the evacuation. 

There is no definite rule for the treatment of 
residual empyema cavities. The procedure used de- 
pends on the size and position of the residual cavity 
and the general condition of the patient. The radical 
operation of Schade is not always necessary. Com- 
plete residual empyema cavities are always treated 
at first by an extrapleural paravertebral Sauerbruch 
thoracoplasty done in two or three stages from above 
downward and sometimes supplemented by phreni- 
cotomy. If this does not suffice, the thick lining 
shell is removed at the next sitting by an intra- 
pleural procedure and more of the bony framework 
of the chest wall is removed so that the residual 
cavity is filled with soft parts. By this procedure the 
early high mortality, especially in cases of tubercu- 
lous residual empyema cavities, has been decreased. 

In cases of residual cavities in the posterior medi- 
astinal region close to the vertebra, muscle plastics 
may be necessary. Bronchial fistula are not contra- 
indications to soft-part plastics. They close spon- 


taneously when covered by a pedicled flap of muscle, 
fat, and skin. 

In empyema in children, the fragile mediastinum 
demands especially the maintenance of normal tho- 
racic pressure relations. If possible, pus evacuation 
should be done only by aspiration and syphon drain- 
age. Thoracotomy should be done only under dij- 
ferential pressure. Ericu Hempet (Z). 


C2SOPHAGUS AND MEDIASTINUM 


Mosher, H. P.: Involvement of the sophagus in 
Acute and in Chronic Infection. Arch. Otv 
laryngol., 1933, Xvili, 563. 

Fibrosis of isolated areas of the cesophagus is 
fairly common, especially in such chronic infections 
as arteriosclerosis. That fibrosis of the oesophagus, 
especially of the terminal portion, is the result of in- 
fection from contiguous organs has been known for 
some time. In blood-stream infections the cesopha 
gus is often involved to the extent of ulceration. |t 
may be infected also in acute infections such as 
pneumonia. Chronic infection, as shown by infiltra- 
tion of lymphocytes under the epithelium, in the 
glands, and about the gland ducts, is common. In 
diseases, such as cirrhosis of the liver, which impede 
the venous circulation, dilatation of the subepithe 
lial blood vessels is almost constant. Gall-bladder 
infections frequently cause cesophageal infection. 
Hemorrhage into the muscular layers extensive 
enough to disrupt these layers may occur when there 
is back-pressure on the ocsophageal vessels. The 
glands of the oesophagus are especially liable to in- 
fection and are probably the chief route of internal 
infection of the wsophagus. Paut W. Greecey, M.D. 


Turner, G. G.: Excision of the Thoracic Esophagus 
for Carcinoma; with the Construction of an 
Extrathoracic Gullet. Lancet, 1933, ccxxv, 1315. 


The case reported was that of a man fifty-eight 
years of age who complained of difficulty in swallow 
ing. External examination was negative, but 
roentgen-ray examination showed a constricting 
neoplasm of the middle third of the cesophagus. .\ 
gastrostomy was performed and three weeks later 
the abdomen was opened by a median incision, the 
left lobe of the liver separated from the diaphragm, 
and enucleation of the oesophagus carried out by in 
serting a finger into the posterior mediastinum. \ 
transverse incision was then made through the 
sternocleidomastoid and the oesophagus enucleate:! 
as far down as the growth and, after ligation, divide: 
with the cautery. The upper end was then carefully 
fixed to a buttonhole incision in the skin, the cancer- 
ous portion cut away, and the stump dropped int» 
the stomach. An ante-thoracic cesophagus was cot: 
structed by making a tube from the skin of the ches! 
wall by the Rovsing method. The lower end was 
completed by the Tarvel method with the use of ai: 
isolated portion of jejunum. On the two hundred 
and sixth day after the excision of the cesophagus the 
patient ate a hearty meal. Joun F. M.D. 
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Pruvost, Darbois, Henrion, Livieratos, and Brin- 
court: Mediastinal Hernize and Lipiodol. 
Topographic Aspects (Hernies de médiastin et 
lipiodol. Intérét topographique). Arch. méd.-chir. 
de l’appar. res pir., 1933, Vili, 364. 


Three cases of mediastinal hernia are reported in 
detail to show the advantages of the intrapleural 
injection of lipiodol for examination. Lipiodol per- 
mits localization of the hernia in the anterior me- 
diastinum with precision. After its injection the 
patient should be placed in profile and the X-rays 
passed through the body from one side to the other. 
In this way it is possible to see the lipiodol clearly 
in the single or multilobular sac in the anterior 
mediastinum. Lipiodol gives an idea of the shape 
as well as of the size of the sac. It permits recogni- 
tion of anomalies of the anterior mediastinal cul-de- 
sac, exposes hidden diverticula, and renders possible 
exact measurement of the sac. The ordinary roent- 
genogram will often show a regular hernia whereas 
the roentgenogram made with lipiodol will show 
septa with more or less spacious secondary cavities. 

To permit a thorough examination of the sacs 
and diverticula of the hernia the thorax should be 
inclined in different directions to distribute the 
lipiodol thoroughly. In exploration of the anterior 
mediastinal cul-de-sac the patient should be placed 
in ventral decubitus for some time before being 
gradually turned over on the normal side. Lipiodol 
also permits dissociation of the posterior mediastinal 
cul-de-sac from the anterior cul-de-sac of the hernia. 
If the patient is not properly mobilized the lipiodol 
will accumulate either posteriorly or anteriorly. 
In the vertical position it can be seen in well-defined 
niches with an upper level. In the horizontal posi- 
tion it is dissociated in the base of the sac. 

Epita SCHANCHE Moore. 


MISCELLANEOUS 


Bignami, G.: Congenital Diaphragmatic Hernia 
(Sull’ernia diaframmatica congenita). Radiol. med., 
1933, XX, 1351. 


The author reports the case of a male infant ten 
days old who was brought to the hospital because 
of respiratory, circulatory, and digestive disturb- 
ances. Normal delivery was followed immediately 
by dyspnoea of the stenotic type with intervals of 
suffocation which resulted in cyanosis, and by 
vomiting which resulted in malnutrition and marked 
loss of weight. 

Physical examination revealed general pallor 
and cyanosis of the lips and cheeks. The tempera- 
ture was normal. The pulse was weak but regular. 
The thorax was greatly expanded almost in the 
position of forced inspiration, while the abdomen 
was scaphoid so that the division between the 
thorax and abdomen was almost precipitous. Dur- 
ing respiration there was very little thoracic ex- 
pansion and the abdominal movements were hardly 
noticeable. Percussion revealed over the entire left 
side a clear sound without any particular resonance. 
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The entire right side except the apex was dull. 
Abdominal resonance was dull everywhere. On the 
basis of the findings of the physical examination a 
presumptive diagnosis of either thoracic neoplasm 
or diaphragmatic hernia was made. 

Roentgenographic examination revealed a shifting 
of the mediastinal shadow to the right and a marked 
and irregular transparency of the left pulmonary 
field without definite signs of lung structure. Closer 
examination of the left side disclosed gaseous loops. 
Examination with the aid of a barium meal demon- 
strated the presence of intestinal loops in the left 
pleural cavity. Practically the entire intestine was 
within this cavity. The author describes the X-ray 
findings in great detail. 

The article is concluded with a discussion of 
diaphragmatic herniz, including their etiology and 
classification, and their differentiation from eventra- 
tion of the diaphragm. A. Louts Rost, M.D. 


Sergent, E., Kourilsky, R., and Robert, P.: Dia- 
phragmatic Hernia of the Stomach and Colon; 
Recurrent Pulmonary Symptoms; Encysted 
Purulent Pleurisy; Obstruction of the Ter- 
minal Colon (Hernie diaphragmatique de l’estomac 
et du colon; accidents pulmonaires a répétition; 
pleurésie purulente enkystée; obstruction colique 
terminale). Arch. méd.-chir. de Vappar. res pir., 1933, 
vill, 353. 

The case reported was that of a man thirty-six 
years of age who had had a chronic cough since an 
attack of influenzal bronchopneumonia. In 1931, he 
was in bed for six weeks with congestion of the left 
lung. In 1932, a purulent intrathoracic focus de- 
veloped. Two pus cavities were found and evacuated 
The pus from one was sterile, while that from the 
other contained numerous anaérobic bacteria. 
Delbet drainage was established. 

The postoperative course was characterized by 
abdominopelvic, thoracic, and mediastinal symp- 
toms. The complications developing included 
urinary retention, paralytic ileus, vomiting, ob- 
struction, and acceleration of the pulse. Elimination 
was finally induced and was followed by relief. 
Thoracic symptoms then pointed to a recurrence of 
the purulent collection with a rise in the temperature. 
Marked elevation of the diaphragm was then noted 
and an oesophageal syndrome with a burning sensa- 
tion behind the sternum and intense dysphagia de- 
veloped. Drainage was re-established. Although the 
general condition was very poor and death seemed 
imminent, the patient recovered and was discharged 
in good condition. However, some of the X-ray 
findings were difficult to interpret. One year later 
the patient was re-admitted to the hospital after an 
attack of alimentary intoxication and alcoholic in- 
dulgence. At first, vomiting occurred in attacks, but 
later became continuous. Instantaneous regurgita- 
tion suggested dysphagia. A diagnosis of diaphrag- 
matic hernia with obstruction of the colon was made. 
The patient died during operation. 

The authors review the literature on diaphrag- 
matic hernia and conclude that in the presence of an 
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abnormal gastric, intestinal, or cesophageal digestive 
syndrome, associated with acute pleuropulmonary 
complications unexplained by infection or the 
visceral state, diaphragmatic hernia should be sus- 
pected and a roentgen examination should be made. 
Epita SCHANCHE Moore. 


Heuer, G. J.: The Thoracic Lipomata. Ann. Surg., 
1933, XCviii, 8or. 


The author reports a case of thoracic lipoma and 
reviews thirty cases collected from the literature. 
He divides thoracic lipomata into three groups: 
(1) the hour-glass type in which an intrathoracic 
tumor is connected with an extrathoracic tumor by 
a narrow isthmus extending through a perforation in 
the chest wall; (2) mediastinal tumors which extend 
upward into the neck; and (3) tumors which lie 
entirely within the thorax. The symptoms are those 
common to intrathoracic tumors in general: pain 
in the chest, cough, dyspnoea of varying degree, 
cyanosis, and cardiac irregularity. In some cases 
an external portion of the tumor is found in the root 
of the neck or outside the thoracic cage. Of the 
eight reviewed cases in which X-ray examination 
was definitely mentioned in the records, it revealed a 
shadow in the thorax in only six. 

Of the thirteen cases belonging to the first two 
groups (presenting an external tumor), operation 
was done in twelve. In the untreated case, death 
resulted from mediastinal compression. Of the 
twelve patients who were operated upon before the 
development of aseptic surgery, four died of 
infection. 

Of the eighteen cases in which the tumor was 
entirely intrathoracic, a positive diagnosis of intra- 
thoracic tumor was made before operation or 
autopsy in only seven, and a positive diagnosis of 
lipoma was made in only one (the author’s case). 
Fourteen of the patients died untreated, and four 
were operated upon. In three of the surgically 
treated cases the operation was followed by cure. 
In the fourth the removal of the tumor was incom- 
plete and death resulted from a recurrence as- 
sociated with mediastinal compression at the end of 
five years. 

The large size of some thoracic lipomata is re- 
markable. The largest tumor, which weighed 1714 
lb., was reported by Leopold. On account of the 
slowness of their growth, the tumors may reach 
large proportions before they give rise to pressure 
symptoms. 

The origin of thoracic lipomata is somewhat prob- 
lematical. The author believes with Coenen that 
lipomata of the hour-glass variety are congenital. 
This theory is based on their early appearance in 
life in some cases, the difficulty of otherwise explain- 
ing their form and their direction of growth on both 
sides of the thoracic cage, their analogy to con- 
genital tumors such as dermoids and teratomata, 
the hypoplasia of the heart and lungs, and the evi- 
dent duration of the symptoms. 

Maurice P. Meyers, M.D. 
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Ruetz, A.: Advances in Thoracic Surgery: Lungs, 
Pleura, Heart, Pericardium, and Diaphragm 
(Fortschritte der Thoraxchirurgie: Lunge, Rippen- 
fell, Herz, Mittelfell, Zwerchfell). Zentralbl. f. Chir , 
1933, P- 2072. 


In the fundamentals of the surgical treatment of 


pulmonary tuberculosis there has been no change. 


In some cases, bilateral exeresis of the phrenic nerve 
may have a favorable influence. Temporary paraly- 
sis of the phrenic nerve by anesthesia is used as a 
test to determine the effect of paralysis of this nerve 
on the lungs and circulation. To re-enforce phrenic 
exeresis, section of the scalene muscles with simulta- 
neous resection of the first rib is proposed. In para- 
vertebral thoracoplasty the effect is increased by 
shortening the rib stumps to the transverse processes. 
For maximum compression of the lung, complete 
removal of the arched portions of all of the ribs is 
necessary. The so-called “partial” collapse of the 
lungs should be restricted to parts of the lung which 
show a tendency to contract while the normal paris 
remain free from compression. Apical thoracoplast y 
alone is often ineffective when the dome of the pleur: 
is adherent to the vertebre and trachea. Under 
these conditions, apicolysis is necessary. The danger 
of aspiration in partial thoracoplasty may be reduced 
by pre-operative anesthetization of the phrenic 
nerve. Treatment by packing is of value in pulmo- 
nary tuberculosis provided the cases are properly 
selected. 

In discussing anesthesia for thoracoplastic operi- 
tions the author calls attention to Borcher’s “con- 
— anemia”’ induced with large doses of adre- 
nalin. 

In the treatment of lung abscesses pneumothorax 
has been almost completely abandoned. Conserva- 
tive methods have also failed. The author discusses 
the principles and technique of operation. ; 

The great majority of bronchiectases, especially 
those of the left lower lobe, are congenital. Bron- 
chiectases of the apex suggest tuberculosis. Ham- 
optysis is more frequent in bronchiectasis than in 
tuberculosis. Cure of bronchiectasis can be obtained 
only by destroying or removing the diseased tissue. 
Certain important considerations are against the 
treatment of bronchiectasis by pneumothorax; after 
failure of this procedure other operative procedures 
are useless as obliteration of the pleural space is no 
longer effective. Phrenicotomy has a favorable 
effect in cases with hemoptysis or a constant cough. 

The clinical picture of massive collapse of the 
lungs includes a high elevation of the temperature 
(usually in the third day after an abdominal opera- 
tion), dyspnoea, a dry cough, pain in the chest, an: 
rapid respiration. It is caused usually by a unilat- 
eral inflammatory-mechanical occlusion of the bron- 
chial tube. 

Of the malignant tumors of the lungs, only 10 per 
cent are suitable for operation, namely, those which 
originated in a small bronchus and have infiltrate: 
only a small amount of lung tissue. Accordingly, 
early diagnosis is important. To determine the op- 
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erability of a case, a test thoracotomy is essential. 
By the induction of artificial pneumothorax three 
weeks before operation the sensitivity of the heart 
and lungs and the tendency of the pleura to become 
infected are diminished. In dogs, the introduction 
of a 35 per cent solution of silver nitrate from eight 
to fourteen days before extirpation of the pulmo- 
nary lobe causes narrowing or occlusion of the 
bronchus. 

In spite of numerous new methods, good results 
from operative treatment of carcinoma of the 
asophagus are just as infrequent as ever. 

(Esophageal diverticula are generally operated 
upon in one stage. 

Experimental studies have shown that in suturing 
of the oesophagus it is the suture material which is 
responsible for leaks at the suture line. In experi- 
ments on cats the use of a suture of vaselined silk 
No. ooo was always followed by primary wound 
healing. 

The mortality of sutured heart injuries is about 25 
per cent. Late sequel of cardiac suturing have not 
been demonstrated clinically, roentgenologically, or 
electrocardiographically. 

The development of cardiac failure in man has 
been extensively reproduced in animals. Moreover, 
by artificially changing the size of the heart it has 
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been possible to influence states of cardiac insuffi- 
ciency. 

In the surgical treatment of changes in the valves 
of the heart no further progress has been made. 

As the superficial and deep sensibility of the inner 
side of both leaves of the pericardium is very slight, 
local anesthesia is sufficient. However, Leriche has 
been able to elicit a depressor reflex by mechanical 
irritation of the internal wall of the pericardium. As 
the atmospheric pressure may have a marked effect 
on the beating of the exposed heart, the author rec- 
ommends the use of Sauerbruch’s negative pressure 
chamber and warns against positive pressure. 

For drainage in purulent pericarditis Cottam re- 
sects the right fifth costal cartilage and introduces a 
rubber drain from behind forward. In adematous 
pericarditis, pericardiectomy by the method of Wahl 
is generally regarded as the procedure of choice for 
all difficult cases. However, some surgeons prefer 
the chest-window method because it has a lower 
mortality. The late results of removal of the peri- 
cardium are quite unfavorable because of persistence 
of the basic disease. 

Studies of the innervation of the diaphragm have 
shown that the motor neurons and even autonomic 
nerves (vagus) have a definite trophic influence. 

BLUMENSAAT (Z). 
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ABDOMINAL WALL AND PERITONEUM 


Mensing, E. H.: Peritonitis. Am. J. Surg., 1933, 
xxii, 478. 


This article on the treatment of peritonitis based 
on the pathological physiology involved is sum- 
marized as follows: 

Peritonitis can usually be divided into an early 
formative or absorptive stage during which bac- 
teriemia and bacterial toxemia preponderate, and 
the fully developed later stage, in which circulatory 
disturbances and inhibition ileus preponderate. 

The most important factors entering into the pro- 
duction of symptoms are: (1) bacteriemia and 
toxemia; (2) dehydration and demineralization; 
(3) reflex symptoms of nausea, anorexia, and general 
depression; (4) inhibition ileus; (5) circulatory dis- 
turbances; (6) anoxemia; and (7) starvation. 

The most important local defensive factors against 
peritoneal infection are phagocytosis, the formation 
of a fibrinous exudate, and early localized intestinal 
inhibition. The general antibacterial activities are 
interfered with by anhydremia, demineralization, 
disturbances of the acid-base balance, anoxemia, 
and circulatory disturbances. 

The surgical treatment involves the early re- 
moval of the focus of infection with care not to 
disturb the local defensive mechanisms. 

Dehydration and demineralization are treated by 
means of normal saline, Ringer’s, and Hartmann’s 
solutions. 

The anoxemia is treated by correcting circulatory 
disturbances and by the early use of oxygen in- 
halations. 

To increase the colloid osmotic pressure of the 
plasma when shock exists, 6 per cent acacia solu- 
tion with minute doses of pitressin are to be used. 
Suprarenal cortex extract may be of value. 

Fluids are not to be administered by mouth during 
any stage of peritonitis because they stimulate gut 
activity. However, fluids may be given by mouth 
during the time that duodenal intubation with 
suction is applied. 

Proctoclysis and enemas are contra-indicated in 
the early cases of peritonitis due to gangrenous 
appendicitis, when physiological rest of the caecum 
is most desirable. 

Morphine is needed to control pain. It is doubtful 
whether deep morphinization has any specific 
beneficial effect in peritonitis, and its deleterious 
effect upon the respiratory mechanism as well as 
upon the immune reactions must be borne in mind. 

The splanchnic vasomotor paralysis may be 
treated in the early stages only by means of small 
doses of ephedrine. Ephedrine also probably lessens 
“weeping” from the peritoneum and plasma loss 


into the intestine, and its inhibitory effect upon gut 
motility is of advantage during the early stages. 

Inhibition ileus and distention are treated by duo- 
denal intubation and the intravenous administra- 
tion of hypertonic salt solution. The stimulating 
effect of hypertonic salt solution upon propulsive 
intestinal motility contra-indicates its use in the 
early formative stages. 

Glucose solutions are especially indicated during 
the starvation stage. 

Fowler’s position is of definite value during the 
early formative stages. Later, the state of the circu- 
lation and the patient’s comfort should determine 
the position of the patient. 

During the early formative stages of peritonitis 
mild X-ray treatment is probably indicated because 
it raises the anti-bacterial defense mechanisms. 

The possibility of the occurrence of a mechanical 
obstruction in peritonitis from kinking of the bowel, 
localized abscess, or a plastic exudate must be borne 
in mind. Enterostomy is indicated only after tlie 
simple method of duodenal intubation with suction 
has been given a trial. 

Spinal anesthesia is contra-indicated during the 
early absorptive stages of peritonitis because of its 
stimulating effect upon peristalsis. Ether is contra- 
indicated during all stages of peritonitis. 

The inefficacy of drainage in general peritonitis 
cases is discussed briefly. ELIZABETH CRANSTON. 


GASTRO-INTESTINAL TRACT 


Florey, H. W., and Harding, H. E.: The Functions 
of Brunner’s Glands and the Pyloric End of the 
Stomach. J. Path. & Bacteriol., 1933, Xxxvii, 431. 


In the experiments reported in this article the 
properties of duodenal secretions and the reactions 
shown by Brunner’s glands and the pyloric glands in 
the rabbit, guinea pig, rat, and cat were investigated. 
In the rabbit, duodenal loops were isolated between 
the point of entrance of the biliary and pancreatic 
ducts so that both bile and pancreatic juice were 
excluded and the duodenal secretion could be co! 
lected. The duodenal secretion was found to be a 
clear, slightly opalescent, mucous juice with the 
consistency of egg white. It was apparently homo- 
geneous and could be diluted with water. Its most 
remarkable feature was its high carbonate conten'. 
Colorimetric hydrogen-ion estimations showed a 
pH of from 8.0 to 8.2. This secretion was interprete | 
as being that of Brunner’s glands in the duodenu' 
because when similar loops of ileum were prepare! 
no fluid was secreted and the loops of bowel were 
collapsed whereas the duodenal loops were distende |. 

The injection of pilocarpin had no marked effe:t 
on the quantity secreted. When the splanchn:c 
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nerves were severed just below the diaphragm or 
the vagii were cut in the neck the secretion was the 
same or possibly even greater. The production of 
the thick fluid resembling egg white can therefore 
continue after severance of both the main nerve- 
trunk supplies to the abdomen. Atropin alone ap- 
parently did not inhibit the secretion, but after 
section of the splanchnics it apparently had an in- 
hibitory effect. Histamin did not increase the 
amount of secretion. Neither did surgical removal 
of the stomach. Feeding or starving of the animals 
did not alter the secretion. Histological evidence of 
exhaustion in the cells was slight, suggesting that 
secretion was forming in the cell at about the same 
rate as it was expelled. Perfusion of the duodenal 
loop with hydrochloric acid increased the secretion. 
Secretion with neutralization of the perfusing 
hydrochloric acid still occurred after section of both 
vagii and splanchnics. 

In the cat, perfusion experiments showed no 
damage to the surface epithelium of the stomach 
after treatment with strong or weak acid. In the 
duodenum, however, considerable damage by N/10 
acid was found. The tips of the villi were stripped 
of epithelium, and in some cases microscopic super- 
ficial ulcers were produced. Perfusion with N/20 
acid caused no duodenal damage. 

In addition to the neutralizing effect of the duo- 
denal secretion from Brunner’s glands, the authors 
review data presented by other investigators with 
regard to the mechanical protection afforded by 
mucus, emphasizing the importance of this alkaline 
secretion in protecting the gastric and duodenal 
mucosa and suggesting a possible relation between 
failure of secretion and the development of peptic 
ulcer. SAMUEL J. FocEetson, M.D. 


Gucci, G.: Chronic Gastritis (Sulla gastrite cronica). 
Policlin., Rome, 1933, xl, sez. chir. 697. 


The author reports the case of a woman forty 
years of age who had complained of dull epigastric 
distress with vomiting for three months. Roentgen 
examination revealed a filling defect on the greater 
curvature of the stomach. The diagnosis of an infil- 
trative lesion of the stomach was made. Subtotal 
gastrectomy was followed by uneventful recovery. 

Examination of the resected specimen disclosed in 
the body of the stomach an area in which there were 
mammillary projections separated by patches of 
smooth mucosa. Histological examination of this 
area showed the muscular layer relatively uninvolved 
except for a moderate perivascular infiltration. The 
submucosa presented no unusual changes. The 
mucosa, particularly in the portion beneath the 
muscularis, showed an infiltration with monocytes, 
polymorphonuclears, and plasma cells. A more pro- 
nounced infiltration was found in the lower portion 
of the mucosa around the cul-de-sac of the gland 
tubules where in places it appeared to form small 
abscesses and extended into the connective tissue 
spaces between the individual tubules. The epi- 
thelial covering on the surface of the mucosa had 
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been replaced by a very vascular granulation tissue 
with islands of gland tubules. 

In sections of the specimen the gastric glands 
seemed to have undergone a metaplasia and had 
assumed the appearance of cells of intestinal mucosa 
such as are found in the crypts of Lieberkuhn. 

Peter A. Rost, M.D. 


Finocchiaro Amantia, G.: Gastro-Intestinal Ame- 
biasis in Surgery (Amebiasi gastro-intestinale in 
chirurgia). Arch. ital. di chir., 1933, xxxv, 88. 


Amantia reports two cases in which the endamoeba 
histolytica was found in the stools of patients with a 
roentgenologically demonstrated gastric ulcer. ‘These 
patients were treated for the amoebiasis with emetin 
and later subjected to gastro-enterostomy for relief 
of the ulcer symptoms. Both recovered uneventfully. 

Also reported are three cases in which character- 
istic ulcer symptoms were associated with the 
presence of amcebz in the stools, but ulcer was not 
demonstrated on roentgen examination. As the 
symptoms subsided under emetin therapy, Amantia 
believes that the condition was an amccbic gastritis. 

From a review of the association of amoebae with 
appendicitis, Amantia concludes that in chronic ap- 
pendicitis medical treatment should be given, whereas 
in acute appendicitis immediate surgery should be 
done and followed by specific therapy against the 
endamceba. Peter A, Rost, M.D. 


McIver, M. A.: Acute Intestinal Obstruction. 
Tenth Installment. Am. J. Surg., 1933, xxi, 140. 


The mortality of intestinal obstruction is high. 
In 335 cases of acute intestinal obstruction seen in 
the Massachusetts General Hospital the mortality 
was 31 per cent. In cases of acute mechanical ob- 
struction except those due to neoplasm or strangu- 
lated external hernia, it was 41 per cent. In cases 
due to neoplasms it was 31 per cent, and in those due 
to strangulated external hernia it was 18 per cent. 
In comparing the mortality rates in ten-year periods 
in the same hospital, the author found that whereas 
the mortality decreased in the period from 1908 to 
1917, it had changed little since then. 

The most important factor in the mortality is the 
time elapsing before operation. In the cases operated 
upon at the Massachusetts General Hospital less 
than twenty-four hours after the onset of the condi- 
tion the mortality was 17 per cent; in those operated 
upon from twenty-four to forty-eight hours after the 
onset, it was 35 per cent; and in those operated 
upon more than forty-eight hours after the onset, it 
was 60 per cent. Interference with the circulation 
of the bowel also increases the mortality. In cases 
with this complication the mortality was 53 per 
cent, whereas in cases without this complication it 
was 37 percent. The mortality varies also with age. 
In the cases of patients less than a year old it was 60 
per cent and in those of patients over fifty years old 
it ranged from 55 to 100 per cent. 

The modern treatment of the dehydration asso- 
ciated with intestinal obstruction results in little 
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decrease in the mortality as compared with the 
mortality in the periods before careful pre-operative 
preparation was given. Mclver’s explanation for 
this is that simple high obstruction in which, exper- 
imentally, salt solution is so efficacious in prolong- 
ing life is seldom seen in man, and whenever there 
is interference with the blood supply of the gut 
dehydration plays a secondary rdéle and correction 
of the dehydration does not prevent the develop- 
ment of toxemia. The mortality is lower in cases 
of obstruction caused by neoplasms because the 
tumor does not interfere with the circulation of 
the gut. Of the cases of hernia reviewed, the mor- 
tality was highest in those of umbilical and ventral 
hernia, in which it was respectively 44 and 33 per 
cent. 

In discussing the causes of death McIver presents 
a number of theories. He believes, however, that 
dehydration and hypochloremia play etiological 
roles in relatively few cases and only in those of 
“high” obstruction. Atton Ocusner, M.D. 


McIver, M. A.: Acute Intestinal Obstruction. 
Eleventh Installment. Am. J. Surg., 1933, xxii, 
373- 


A number of theories have been advanced to ac- 
count for the deaths from intestinal obstruction. 
Many believe that, especially in cases with damage 
to the bowel wall and mucosa, a toxin originating in 
the bowel is responsible. There is no question that 
the contents of the bowel above the obstruction are 
toxic and that the toxins are absorbed into the blood 
stream. The nature of the toxins has been debated 
by numerous investigators. It has been quite def- 
initely shown that the symptoms of high bowel 
obstructions are due to the loss of intestinal secre- 
tions and not to toxemia as was previously thought. 
Excellent experimental evidence has been presented 
to prove that the toxin in the lumen of the intestine 
is derived from bacterial action. However, the Welch 
bacillus probably plays only an insignificant réle or 
no role at all. ALTON OcHSNER, M.D. 


Mclver, M. A.: Acute Intestinal Obstruction. Con- 
clusion. Am. J. Surg., 1933, xxii, 579. 


That absorption of the toxin in acute intestinal 
obstruction never occurs from the normal mucosa is 
evident from the fact that the injection of highly 
toxic material into the lumen of the intestine of 
normal animals produces no symptoms. However, 
following changes in the mucosa, due usually to 
interference with the blood supply to the gut, the 
toxic material is absorbed. The absorption may be 
brought about by increased intra-intestinal pressure 
or interference with the blood supply. The route by 
which the toxins are absorbed from the lumen of the 
bowel has not been proved. Three possibilities are: 
(1) the blood stream, (2) the lymphatics, and (3) the 
general peritoneal cavity. 

Relatively recently the importance of dehydration 
and loss of chlorides in intestinal obstruction, es- 
pecially obstruction high in the intestinal tract, has 


been emphasized. Stagnation of blood in the 
splanchnic area and anemia of the vital centers is 
thought by many to be the cause of symptoms and 
death. In considering death in intestinal obstruction 
it is important to differentiate between the levels at 
which the obstruction occurs. In high obstructions, 
death is due to loss of fluids and electrolytes. In 
simple low obstructions of the small intestine the 
marked distention of the bowel causes interference 
with the blood supply to the intestine which probably 
favors the development and absorption of toxins. 
In obstruction in the colon death is probably brought 
about in the same way. In cases of strangulation it 
is due to the production and absorption of toxins and 
possibly the development of peritonitis. 
ALTON OcHSNER, M.D. 


Best, R. R., Newton, L. A., and Meidinger, R.: 
Absorption in Intestinal Obstruction. Arc/. 
Surg., 1933, XXvii, 1081. 


It is now the opinion of most authorities that in- 
testinal obstruction may be classified either as simp!e 
obstruction or as obstruction with gangrene or inter- 
ference with the blood supply. There is a gross dif- 
ference between the two conditions. The presence 
of a toxic element in the second type is indisputable. 
The evidence indicates that in simple obstruction a 
definite toxin is not the cause of death. 

In early reports great emphasis was placed on the 
presence of a newly formed and exceedingly toxic 
substance in the fluid contents above the obstruction 
and an increase of absorption resulting from in- 
creased pressure and changes in the mucous mem- 
brane. Since these reports, a great many investi- 
gators have attempted to prove that death is caused 
by a toxin absorbed above the level of the obstruc- 
tion in combination with a disturbance of the acid- 
base equilibrium. 

Wangensteen demonstrated by careful experi- 
ments that the contents of the normal and the ob- 
structed intestine are equally toxic, and that the 
contents below the obstruction are apparently even 
more toxic than those above it. The rate of absorp- 
tion and the selectivity from above or below the 
obstruction were not considered in these experiments. 

It seems logical to the authors that if no specitic 
toxin is present in obstructed loops free from gan- 
grene, the lethal factor must be either increased 
absorption of substances normally present in the 
intestine or the failure of a neutralization process or 
buffer reaction which would ordinarily occur when 
the contents of the upper and lower intestines mingle. 
It is possible also that this failure may affect the 
function of the secretion of the intestinal mucosa an« 
in some manner play a rdle in the causation of 
death. 

Since considerable evidence has been presente! 
to disprove the presence of a specific toxin in the 
obstructed intestine, the authors concluded that if 
absorption above the obstruction could be shown 
to be decreased or at least not increased, there woul 
be some evidence that the cause of death is the fail- 
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ure of a neutralization process or buffer reaction to 
take place as it would normally when the different 
levels of intestinal contents mingle. 

The authors were unable to demonstrate any in- 
crease in the rate or selectivity of absorption above 
or below the level of obstruction. If we accept 
Wangensteen’s finding that normal intestinal con- 
tents are as toxic as the contents above and below 
an obstruction, it may be assumed that there is no 
specific toxin which develops after the onset of ob- 
struction. Wangensteen’s experiments suggest that 
there is no increase in the rate or selectivity of ab- 
sorption above the obstruction, and this seems 
strong evidence that the increased absorption above 
the obstruction cannot be the cause of death. 
Wangensteen’s experiments tend also to rule out 
the probability of increased absorption below the 
obstruction. 

The authors therefore believe it to be within the 
realm of probability that death following intestinal 
obstruction is due to a failure of neutralization or 
buffer reaction to take place between upper and 
lower intestinal contents in the lower part of the 
intestine. This need not be interpreted in terms of 
the development of a definite toxin; it is rather a 
physiochemical reaction that usually takes place 
when the contents of the upper and lower parts of 
the intestine are permitted to intermix. With this 
phenomenon there occurs absorption or failure of 
absorption of a substance, X, which causes a dis- 
turbance not in accord with normal cellular function 
and incompatible with life. The best clinical evi- 
dence in support of this theory is the fact that an 
obstruction of the distal colon is compatible with 
life for some time. This may be explained by the 
fact that the. intermixture of upper and lower in- 
testinal contents has already occurred above the 
obstruction and absorption has taken place. If the 
obstruction occurs above the distal colon, in the 
more active secreting levels and the absorption area, 
death occurs earlier than when the obstruction 
occurs lower. ARTHUR L. SHREFFLER, M.D. 


Wangensteen, O. H., and Paine, J. R.: Treatment 
of Acute Intestinal Obstruction by Suction 
with the Duodenal Tube. J. Am. M. Ass., 1933, 
ci, 1532. 

The authors have found that partial acute obstruc- 
tions of the small intestine may almost invariably 
be dealt with satisfactorily by decompression with 
the duodenal tube alone. In most instances of sub- 
acute obstruction, whether in the small intestine 
or in the colon, suction with the duodenal tube serves 
adequately in the obstructive phase. In many late 
cases of simple obstruction of the small intestine 
in which the obstructive mechanism continues to 
operate, decompression with the duodenal catheter 
will render the patient a better operative risk. 

Theoretically, there are two types of obstruction 
in which the use of the method is contra-indicated: 
(1) strangulation obstruction, and (2) acute obstruc- 
tion of the descending colon with enormous disten- 


tion of the proximal colon. The latter is essentially 
a strangulation obstruction as the competent prox- 
imal ileocolic sphincter usually precludes regurgita- 
tion into the small intestine and limits the distention 
to the colon, and necrosis, gangrene, and perforation 
occur in the cecum unless the colon is decompressed. 

In addition to these absolute contra-indications 
there are a number of relative contra-indications. 
In cases of obstruction due to strictures in the in- 
testine, whether of a simple or a malignant nature, 
it is obvious that a direct attack must be made on 
the obstructive mechanism, whether or not decom- 
pression of the acute obstruction can be affected by 
the duodenal catheter. In cases of complete adhesive 
obstruction of the lower portion of the small intestine 
decompression by the duodenal tube alone may fail, 
and after a reasonable trial, if roentgenograms do 
not demonstrate definite diminution of the disten- 
tion, recourse should be had to enterostomy. The 
appearance of gas in the colon in complete obstruc- 
tion indicates not only a satisfactory decompression, 
but also automatic re-establishment of the conti- 
nuity of the bowel. 

By the occurrence of loud intestinal borborygmi 
heard with the stethoscope at the acme of intermit- 
tent crampy pain, the presence of intestinal colic is 
established. Though intestinal noises may be heard 
in other colics or acute lesions of the abdomen, there 
is, in these, no intimate time relation between the 
— - borborygmi as there is in obstruction of the 

owel. 

The salient features in the diagnosis of acute 
obstructions are discussed. Vomiting is usually a 
prominent symptom in all acute obstructions of the 
small intestine. That the conspicuous vomiting of 
obstruction is essentially regurgitant is indicated by 
its frequent absence in acute obstructions of the 
descending colon, in which the small intestine often 
does not participate in the distention. Cases of 
simple obstruction ordinarily present no tenderness 
or rigidity of the abdominal wall. In strangulation 
obstructions, with the single exception of intussus- 
ception in which the strangulated intestine is within 
the normal ensheathing cylinder, rebound tender- 
ness may be demonstrated. In simple obstructions 
the general condition is not disturbed until late. 
Patients with strangulation obstruction occasionally 
exhibit an early increase in the pulse rate due to loss 
of blood into the peritoneal cavity and the infarcted 
segment of intestine. Diminution of the blood 
chlorides, elevation of the non-protein nitrogen, and 
alkalosis occur consistently only in high obstruc- 
tions, and then only after persistent vomiting. 

When correlated with clinical signs, the X-ray 
findings are of aid in determining not only the pres- 
ence of obstruction, but also its location and whether 
it is incomplete or complete. The visualization of gas 
in the small intestine of the adult indicates stasis. 
The stethoscope tells whether the stasis is mechan- 
ical or paralytic. In a case of intestinal colic in 
which the distention is limited to the colon, the 
diagnosis of obstruction in the descending colon is 
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practically established. If loops of small intestine 
are distended, but gas is present also in the colon, 
the patient probably has a partial obstruction of the 
small intestine. Distention of the small intestine 
alone without visible gas in the colon means that 
the obstruction is complete. 

The factors that influence the exact determination 
of the location of the obstruction by X-ray exam- 
ination are probably these: (1) shortening of the 
bowel; (2) increased weight of the coils incident to 
the collection of fluid within them, the extent of the 
displacement being limited by the length of the 
mesentery; and (3) the distribution of gas and fluids 
within the distended coils. Gaseous collections will 
be readily apparent, whereas a segment of intestine 
distended by fluid alone cannot be detected. 

The nearer the drainage vent is placed to the site 
of the obstruction the more adequate and complete 
will be the decompression. The authors cut extra 
holes in the duodenal tube as far back as 1o in. 
proximal to the tip of the catheter. With the end of 
the catheter in the duodenum, continuous suction 
may then be executed simultaneously on both in- 
testinal canal and stomach. Occasionally it is pos- 
sible to intubate the duodenum directly with the 
catheter. Inhalations of amyl nitrite may be given 
to aid in relaxing the pyloric sphincter. Water suc- 
tion equivalent to a negative pressure of 75 cm. 
of water lies within the range of the maximum 
value. It is important to follow the progress of de- 
compression by roentgenograms made at the bedside. 
The bowel having accommodated itself to a certain 
degree of distention, no pain will be noticed if there 
is no increase in the distention. Mere cessation of 
pain does not mean a successful issue. In the 
authors’ cases the use of narcotics or sedatives for 
the relief of pain is avoided. Hot packs are em- 
ployed routinely. 

No fluid is permitted by mouth while the suction 
is in progress. From 3,000 to 4,000 c.cm. of salt 
solution with a 5 per cent content of dextrose are 
given intravenously by the drip method. The patient 
is permitted to suck ice or chew gum or lemon to 
stimulate the flow of saliva. 

In 20 cases in which decompression was effected 
by suction alone there were 3 deaths. In 11 cases 
in which decompression was effected by suction, but 
operation was subsequently performed because of 
the persistence of an obstructing mechanism there 
was 1 death. Norman G. Parry, M.D. 


Butler, R. W.: Observations upon Multiple Intra- 
mesenteric Diverticula of the Small Intestine. 
Brit. J. Surg., 1933, XXi, 329. 


Multiple intramesenteric diverticula must be 
distinguished from other types of diverticula which 
occur at the mesenteric border of the small intestine, 
such as traction diverticula, congenital pouches, and 
vestigial and developmental cysts and diverticula. 
They are rare and usually found accidentally at 
postmortem examination after death from some 
other condition. The author’s report is based on an 
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analysis of 20 cases. The average age of the pa- 
tients was sixty-four years. The condition is prob- 
ably rare before the age of forty. No case of multiple 
intramesenteric diverticula of the small intestine in 
a child has been reported. 

The condition is characterized by the occurrence 
of a number of diverticula (as many as 400 have 
been found in 1 case) in the jejunum and upper 
ileum. The larger diverticula occur proximally. The 
diverticula vary in size from small conical pockets 
the size of a pea to large globular diverticula 7 cm. 
or more in diameter. All except the very small sacs 
have thin walls. They occur at or near the mesen- 
teric border, the small ones pushing straight out 
into the mesentery, the large ones bulging from the 
side of the mesentery and at times overlapping tlic 
bowel. Each sac arises from a point at which one of 
the vasa recta reaches the bowel wall. The openings 
between the bowel and diverticula are large. 

Clinically, the cases may be divided into 3 groups: 
(1) those in which the condition is discovered by ic- 
cident, perhaps at postmortem examination, has pro- 
duced no symptoms, and is in no way related to the 
cause of death (12 of the cases reviewed); (2) those 
in which the diverticula pronduce definite symptoms 
(8 of the cases reviewed) ; and (3) those in which the 
symptoms, if any, have been slight and treatment 
is sought because of an urgent abdominal emergency 
directly related to the diverticula. 

Abdominal symptoms are not distinctive. In 1 of 
the author’s cases X-ray examination showed 
multiple fluid levels with a gas bubble above each 
six hours after a bismuth meal. The diverticula were 
seen to be almost free of bismuth at the end of ten 
hours and the small bowel emptied in normal time. 
These findings support the theory based on ana 
tomical grounds that, because of the wide openings, 
the sacs will not retain the fluid bowel contents for 
long. Although this X-ray picture is typical when 
it occurs, X-ray examination is of little diagnostic 
aid as the diverticula do not fill readily after the 
ingestion of an opaque meal and in most cases can- 
not be visualized. 

The author believes that if the condition is 
accidentally discovered by X-ray examination in a 
person in whom it is producing no symptoms, 
it should not be treated surgically. However, if 
troublesome symptoms are present, operation js 
justifiable since a complete resection of the affected 
area will result in cure. If resection is impossible, a 
short-circuiting operation may relieve the symptoms 
until resection can be done. In cases in which symp- 
toms have recently appeared for the first time con- 
servative medical treatment should be tried before 
surgical measures are advised. 

Acute complications are not common. As might 
be expected, they are usually inflammatory in 
nature. In some cases perforation of the sac occurs. 
If the presence of diverticula is not known the com- 
plications cannot be accurately diagnosed. 

In microscopic examination of tissue from 4 cases 
the author found that in every instance the wall of 
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the sac was composed of both longitudinal and cir- 
cular muscle coats in addition to mucous membrane 
and peritoneum. The muscle coats are more evident 
in the smaller diverticula, but muscle cells, though 
few, can be made out even in the apices of the larger 
diverticula. The author believes that the apparent 
absence of muscle fibers described in the literature 
i. due to the fact that as the sac enlarges the mus- 
cular layers are stretched and attenuated so that, 
after the diverticula attains 1 cm. in diameter, the 
mucous membrane and the muscularis mucosx 
herniate between the fibers of the main muscular 
coats. The fact remains that at the start the di- 
verticula consist of all coats of the bowel. In the 
larger diverticula the mucous membrane also shows 
evidence of stretching. It becomes thinner, and the 
villi are fewer, shorter, and flattened. Sections of 
the vasa recta in the involved areas were not con- 
vincing, some showing subintimal thickening and 
sclerosis of the walls while others appeared normal. 

From the standpoint of etiology the following 
facts are of importance: 

1. These diverticula are not found in infants or 
young persons. 

2. They occur in elderly persons or persons past 
middle age, and often appear in the process of pro- 
gressive formation. 

3. Their points of origin at the mesenteric bor- 
der bear a definite relationship to the vasa recta. 

4. When small, they consist definitely of all coats 
of the bowel wall, being true diverticula of the bowel 
wall, not hernial protrusions of mucous membrane. 

The first 2 facts rule out a congenital origin. 
Since the main trunk of the mesenteric vessel does 
not penetrate the muscle coats of the bowel at the 
mesenteric border but enter at the sides of the bowel, 
the herniation theory is not tenable. This hypoth- 
esis is ruled out also by the last fact cited. 

Therefore, in the author’s opinion, the 2 main 
etiological possibilities are: traction on the bowel 
from without, and increased intra-intestinal pressure 
acting from within. Butler believes that he has 
satisfactorily demonstrated experimentally that 
both of these factors acting together can produce 
the condition. In fresh postmortem material the 
jejunum and the mesenteric arteries through the 
superior mesenteric artery were tensely distended 
with plaster-of-Paris cream. As the bowel dis- 
tended, the loop tended to straighten out, and when 
it was tensely distended the mesentery in the con- 
cavity of the loop formed a diaphragm pulled taut 
all around its circumference, the vasa recta being 
thus stretched. Roentgenograms of the specimens 
showed tiny diverticula opposite the point of attach- 
ment of the vasa recta. These diverticula consisted 
of all of the coats of the bowel wall and were clearly 
traction pockets. Further distention of the bowel 
resulted in rupture of the muscle coats with sub- 
sequent herniation of the mucous membrane. 
Butler was unable to produce these results in speci- 
mens removed from persons under twenty years of 
age. It appears to him that arteriosclerosis of the 
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mesenteric vessels may be an important factor in 
the formation of the diverticula as this would lessen 
the elasticity of the vessels, thus increasing the 
traction effect. T. BANnrorp Jones, M.D. 


Koster, H.: 


Intussusception. 
xxii, 465. 


Am. J. Surg., 1933; 


The author reports 5 cases of intussusception due 
to a benign tumor. Four of the patients were chil- 
dren. It is estimated that polypi are present in 5 per 
cent of cases of intussusception. In the small in- 
testines malignant tumors are about half as numer- 
ous as benign tumors, whereas in the large intestine 
the frequency of benign and malignant tumors is 
about equal. 

From a review of the literature the impression is 
gained that intussusception is primarily a condition 
of infancy which occurs most frequently in well- 
nourished, usually breast-fed infants. Its onset is 
often preceded by diarrhoea or an error in diet. 
Castor oil may be an important factor in its pro- 
duction by causing violent and irregular peristaltic 
contractions. 

Nothnagel and Propping produced intussuscep- 
tion in animals by stimulating a segment of the in- 
testine with the faradic current. Fraser pointed out 
that the motor and inhibitory nerver of the large 
intestine as far as the lower end of the pelvic colon 
are derived from the sympathetic nervous system 
alone, and that intussusception occurs most often at 
the point of the intestinal tract where the nerve 
control changes from a double supply consisting of 
sympathetic and parasympathetic fibers to a single 
nerve supply. He believes that derangement of 
innervation is the cause of intussusception in early 
childhood. Meltzer and Auer showed that the 
‘‘rush” wave is a true peristaltic wave with a con- 
traction preceded by complete relaxation of a seg- 
ment of intestine. Intussusception is not likely to 
occur unless, with such a derangement of nerve dis- 
tribution, there is a structural peculiarity of the 
intestine or its attachment which would predispose 
to it. In cases of ileocecal or ileocolic intussuscep- 
tion a mesentery to the cecum and ascending colon 
is discovered constantly. Another structural factor 
to which Fraser calls attention is the strong muscular 
intestine which is found in the well-developed child, 
in whom intussusception is most frequent? Perrin 
and Lindsay maintain that intussusception occurring 
in the ileocecal region is due to abnormal amounts of 
lymphoid tissue which in turn comes from a change 
from breast milk to other foods producing gas or 
intestinal disturbances with associated lymphatic 
hyperplasia. 

The ordinary intussusception occurs in a down- 
ward direction. Ascending intussusception is rare. 

In an analysis of 321 cases of intussusception in 
infants, Weiss found that 24 per cent were of the 
enteric, 42 per cent of the ileocwcal, 10 per cent of the 
ileocolic, and 24 per cent of the colic variety. 

Because of the mechanics involved, the local 
pathological changes in intussusception are con- 
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siderably different from those in other cases of acute 
intestinal obstruction. The original changes be- 
ginning as oedema and extravasation of the blood 
may soon pass into necrosis and gangrene. The 
swelling is most marked at the apex and along the 
convexity of the intussusception. There is increased 
permeability of the intestinal wall to bacteria. 
Gangrene is much more likely to occur and occurs 
much earlier in the intussusceptum than in the in- 
tussuscipiens. 

With few exceptions, the symptoms are similar to 

. those resulting from intestinal obstruction. All are 
referable to the sudden occlusion of the lumen of the 
intestinal tract. Most prominent is abdominal pain, 
colicky in character, accompanied by paleness, draw- 
ing up of the legs, screams, and usually vomiting. 
Vickers found this typical onset in 87.5 per cent of 
cases. Instead of the ordinary bowel movement 
there is very frequently the passage of blood and 
mucus. This is almost pathognomonic. 

In most cases an abdominal tumor can be felt. The 
tumor is sausage-shaped, about 1 in. in diameter, of 
variable length, and hard. It becomes more definite 
during the spasm of pain and may almost disappear 
during the interval of freedom from pain. It may be 
detected anywhere in the colon, but is found most 
frequently in the left side of the abdomen. It is 
tender, and its manipulation produces spasm. The 
blood which appears from the anus is usually bright 
red and usually intimately mixed with mucus which 
gives it a red currant-jelly appearance. 

Intussusception must be differentiated from acute 
enterocolitis. Both conditions are frequently pre- 
ceded by digestive disturbances such as diarrhoea, 
vomiting, and the passage of blood and mucus from 
the rectum accompanied by tenesmus. The crucial 
point in the diagnosis is the demonstration of com- 
plete intestinal obstruction. Such obstruction is 
evidenced by mucus on the diaper and bile in the 
blood. In acute intussusception the onset is usually 
very sudden. 

Intussusception must be differentiated also from 
Henoch’s purpura. The latter usually occurs in older 
children and is never accompanied by true intestinal 
obstruction, fecal matter always being found mixed 
with the blood and mucus passed by rectum. More- 
over, in purpura, rectal examination discloses a 
charactéristic cedemata of the mucosa and if an iliac 
tumor is present, it is fixed, usually situated in the 
left iliac fossa, and due to infiltration of the colon by 
hemorrhage. During the course of purpura ecchy- 
motic spots make their appearance around the joints 
of the extremities. 

When an intussusception protrudes from the anus, 
it may be mistaken for prolapse of the rectum. The 
differentiation is made by the examining finger which 
in true prolapse cannot be inserted between the pro- 
trusion and the walls of the rectum, whereas in an 
intussusception it can be swept completely around 
the prolapse. 

The prognosis of intussusception depends in large 
measure on the duration of the condition before 


treatment is begun. The type of the intussusception 
is also a factor. Ileocolic intussusception is the type 
most difficult to reduce and the first to show 
gangrenous changes. Enteric intussusception comes 
next in these respects. Spontaneous cure does not 
occur in more than 1 or 2 per cent of cases. 

The treatment is surgical. The air and water re- 
duction methods are dangerous because of the early 
circulatory changes in the affected bowel which 
diminish the resistance of the bowel to pressure ani 
favor perforation. However, Hipsley recently re- 
corded 100 consecutive cases treated by hydrostatic 
pressure with a mortality of 5 per cent and complete 
reduction in 62 per cent. 

The operative procedures indicated vary accord- 
ing to the nature of the condition. Tension on the 
intussusception is usually ineffective and not without 
danger. The safest and most satisfactory procedure 
is backward pressure on the apex of the intussusce))- 
tum by successively enclosing more and more of the 
intussuscipiens in the hands in a retrograde direc- 
tion. When reduction is difficult, the previous 
maneuver may be augmented by pulling upon the 
entering loop. If this is not sufficient, it is advisable 
to wrap the entire tumor in a warm wet pad and 
then, applying pressure equally in all directions, 
squeeze the mass with the hands. This reduces the 
bulk by displacing some of the liquid from the wall 
into the lumen and facilitates reduction by the 
measures which previously were unsuccessful. 

The apex of the intussusceptum should then he 
carefully examined for tumor. Because of the 
cedema, it is often difficult to determine the presence 
of a neoplasm. Under such circumstances there 
should be no hesitancy in incising the intestine in a 
longitudinal direction to ascertain the condition ac- 
curately. If a tumor is discovered, it should be 
removed by local excision or enterectomy, unless the 
patient’s condition will permit no further operative 
treatment. Malignancy is encountered more fre- 
quently in the large bowel than in the small bowel 
and more frequently in the adult than in the child. 
Pedunculated tumors are far less likely to be malig- 
nant than tumors without a pedicle. When a sessile 
tumor is definitely benign its complete destruction 
may be accomplished with the cautery without 
enterectomy. 

In all resections in children the continuity of the 
intestinal canal will be most easily and safely restore: 
by lateral anastomosis after end closure. 

In the choice of anesthesia subarachnoid bloc\ 
should be considered first. It produces no shock, 
prevents operative trauma, facilitates reduction of 
the intussusception, causes no tissue irritation, com- 
bats ileus, does not abolish the cough reflex, and is 
easy to induce and safe. 

Postoperatively, a 5 per cent solution of sodium 
chloride should be given intravenously. Fluids 
should be forced. A 20 per cent solution of glucose 
should be given intravenously if vomiting prevents 
its oral administration, and insulin should be given 
subcutaneously. Hypodermoclysis is often a very 
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valuable aid. When reduction is impossible or 
gangrene has developed, the condition of the patient 
determines the choice of treatment. The procedures 
to be considered under such circumstances are: 
(x) resection with intestinal anastomosis, (2) resec- 
tion with enterostomy, and (3) wrapping of the in- 
tussusception in omentum followed by enterostomy 
with resection and anastomosis after the urgent 
symptoms of obstruction have subsided. 
Norman G. Parry, M.D. 


Kjergaard, H.: Duodenal Ulcer with Pylorospasm 
and an Increase in the Blood Urea. Acta. med. 
Scand., 1933, Ixxx, 489. 


After reviewing the literature on the increase in 
the blood urea secondary to pylorospasm from duo- 
denal ulcer, the author reports a case in detail. 

Occlusion of the pylorus is usually followed by a 
severe intoxication characterized by hypochloremia, 
azotemia, and alkalosis. As yet we do not know the 
nature of the toxic substances in this process, where 
they are formed, or their mode of action, or whether 
the uremia is due entirely to toxic destruction of 
body proteins or partly to the toxic nephritis. 
Dehydration secondary to pernicious vomiting is 
another factor present in permanent occlusion and 
temporary spasm of the pylorus. Dehydration has 
been shown to produce an increase in the blood-urea 
concentration. 

In the case reported by the author the patient had 
a pylorospasm and vomited large amounts of brown- 
ish blood-stained gastric secretion. Anuria developed 
with a blood urea of 71 mgm. per cent. The injection 
of atropin and the administration of salt solution by 
hypodermoclysis restored urinary function. The 
intoxication gradually subsided with a slow decrease 
in the blood-urea concentration. The blood-urea 
concentration did not become normal until seven 
days after the onset of the attack. Under dietary 
treatment for the ulcer the urine became negative 
and the stools and kidney function normal. 

SAMUEL J. Focetson, M.D. 


Fraser, I.: The Diverticula of the Jejuno-Ileum. 
Brit. J. Surg., 1933, xxi, 183. 


The author suggests the following classification 
of jejuno-ileal diverticula: (1) anomalous, in general 
of the traction type secondary to some other ab- 
dominal condition; (2) enterogenous, congenital in 
origin, arising primarily as isolated masses of cells 
which separate from the primitive gut and become 
vacuolated, forming cysts which lacer become at- 
tached to the intestine to produce diverticula; (3) 
Meckel’s diverticulum arising from the unobliterated 
vitello-intestinal canal to assume numerous clinical 
forms; and (4) multiple false diverticula, a rare 
acquired condition the frequency of which, because 
of the absence of symptoms in most cases, will 
never be known. 

Multiple false diverticula may occur anywhere be- 
tween the duodenojejunal angle and the ileum. 
They appear as thin-walled sacs arising from the 
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mesenteric border of the gut and vary in size from 
that of a pea to that of an orange. As many as 
several hundred diverticula have been found in a 
single individual. “The origin of the sac is a pro- 
jection, herniation, or protrusion of the mucous 
membrane at the mesenteric border of the gut 
through the substance of the muscle.’”’ The sacs are 
usually empty or contain fluid chyme mixed with 
air. The relatively large stoma or neck of the sac 
provides adequate drainage for the fluid contents 
and this, combined with the rapid intestinal peri- 
stalsis in the small intestine, doubtless prevents in- 
spissation of the contents and complications such as 
are associated with other types of diverticula. In 
the late stages of the condition the size and weight 
of the sac may cause kinking of its neck and thus 
give rise to symptoms due to inadequate emptying. 
Microscopically, a section of the wall of the sac at 
the fundus shows intestinal mucous membrane cov- 
ered by the peritoneum forming one of the leaves 
of the mesentery. Between the two there may be 
areolar or fibrous tissue. A fat deposit encasing 
the sac is common. 

The condition occurs in both sexes and usually 
after the age of forty years. The upper jejunum is 
usually affected, the larger diverticula occurring 
proximally. There is a definite relationship to the 


vasa recta. In several reported cases there was an 
intestinal stricture further down in the gut. 

The author cites several anatomical facts to 
explain the predominance of these diverticula in the 
jejunum. The longitudinal muscle in the upper 
jejunum is thinned out, wasted, or almost missing 


because the jejunum has a three times greater cir- 
cumference to be covered than the ileum. This 
congenital divarication can be still further accent- 
uated by separation of the mesenterial leaves by 
fat. The piercing of the circular tunic by the arteries 
and veins to the gut produces a potential site of 
lowered resistance. In addition, the arteries to the 
jejunum are larger than those to the ileum. The 
additional factor needed is increased pressure such 
as is found in stricture of the gut, constipation, 
vesical straining, and coughing. It therefore seems 
evident that the causative factor is increased in- 
testinal tension acting along the channel of the 
artery or at the point where the longitudinal muscle 
is divaricated. 

Following a report of his own case the author dis- 
cusses the symptoms, diagnosis, and treatment of 
the condition. A prominent symptom is epigastric 
pain or a feeling of fullness from three to four hours 
after meals. This discomfort is little affected by 
food, fluids, or alkalies, but is somewhat relieved 
by the recumbent position. Flatulence, borborygmi, 
gurgling, and rumbling are the most constant fea- 
tures.. Melzna is present in some cases. However, 
there is no constancy in the clinical picture. For 
this reason and because most cases are asymptomatic, 
the condition is discovered accidentally during 
operation for an unrelated condition or at post- 
mortem examination. 
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The treatment varies. For asymptomatic cases 
in which the condition is discovered clinically dur- 
ing routine examination the author believes that 
conservative medical treatment is indicated because 
most of the patients are elderly and not good 
operative risks and the majority pass through life 
without complications. In reported cases in which 
complications occurred they rarely proved fatal. 
Fraser outlines the non-operative treatment in 
detail, stressing the importance of careful follow-up 
examinations at six-month intervals. In the asymp- 
tomatic case in which the condition is discovered 
accidentally at operation for another condition the 
treatment must depend upon the judgment of the 
surgeon. When the patient is a relatively good 
operative risk the author believes resection of the 
affected gut should be performed. He is of the opin- 
ion that operation is indicated in all cases in which 
the diverticula are causing symptoms, and that in 
such cases the procedure of choice is complete re- 
moval of the affected area with restoration of the 
continuity of the gut. He discusses the technical 
difficulties encountered in some detail. He states 
that only one case in four presents symptoms 
warranting operation. 

In discussing the value of the roentgenogram he 
says that a correct X-ray diagnosis is rare. He gives 
the reasons for this fact and describes a technique 
to fill the diverticula and render them visible. 

He concludes by describing his experimental work 
in which he distended gut freshly obtained at 
autopsy with thin bismuth solution or oxygen. He 
was able to show that equal distention in the 
jejunum, ileum, and colon produced diverticula in 
the jejunum only. The artificial diverticula re- 
semble those found clinically in almost every re- 
spect. They are produced most easily in the upper 
jejunum, and they always occur along the mesenteric 
border and between the leaves of the mesentery. 
The sacs consist of mucous membrane only, and are 
all related to an artery. Repeated experiments 
have always given the same results. 

T. Banrorp Jones, M.D. 


Harkins, H. N.: Intussusception Due to an In- 
vaginated Meckel’s Diverticulum. Ann. Surg., 
1933, 1070. 

Harkins states that Meckel’s diverticulum and in- 
tussusception are relatively common, but the com- 
bination is infrequent. He reports 2 cases of the 
combined condition which were operated upon at 
the University of Chicago Clinics during the past 
year and reviews 160 cases which he collected from 
the literature. 

The first case reported by Harkins was that of a 
male infant seven months old which entered the 
hospital with a history of bloody stools, vomiting, 
abdominal pain, and signs of intestinal obstruction 
of three days’ duration. The illness began suddenly 
with vomiting and bloody bowel movements. 
After an enema these symptoms disappeared and 
the child then seemed almost well until twelve 
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hours before his admission to the hospital, when al! 
of the symptoms recurred with great pain. The 
abdomen was greatly distended, but no tumor was 
palpable and there was no rigidity. A barium enema 
revealed arrest of the barium at the splenic flexure 
and the bulbous expansion with the cup-like depres- 
sion in the center suggestive of intussusception. 
Operation was performed by Andrews two hours 
after the patient’s admission to the hospital. An 
intussusception of 4 in. of the ileum was found pro 
lapsed through the ileocecal valve. This was re 
duced by expulsion. At the apex of the intussuscep- 
tion there was a Meckel’s diverticulum 1 cm. long. 
The abdomen was closed without drainage. The 
child is now well eleven months after the operation. 

The second case was that of a male child of five 
years who entered the hospital with vomiting, 
colicky pains about the umbilicus, and constip: 
tion of thirty-two hours’ duration. The illne:s 
began suddenly with severe pain all over the al 
domen. Blood was returned from an enema an! 
vomiting occurred. The white blood-cell couni 
was 16,500. No mass could be found on abdominal 
or rectal examination. Operation performed thirty - 
two hours after the onset of the condition through 
right rectus incision revealed considerable fluid of « 
serous type and an ileocecal intussusception about 
25 cm. long which was easily reduced. At the apex 
of the intussusception there was an_ inverte:! 
Meckel’s diverticulum 4 cm. long. The diverticulum 
was gangrenous. It was excised by an incision 
parallel with the lumen of the bowel. The abdomen 
was closed without drainage. For three days after 
the operation the patient vomited frequently. 
He was given glucose and Ringer’s solution sub 
cutaneously and rectally. Faces and gas passe: 
spontaneously on the third day. Recovery was then 
uneventful, and the child was well three months 
after the operation. 

Of the 160 cases of intussusception due to an 
invaginated Meckel’s diverticulum which were 
collected from the literature, a statistical analysis 
was made of 114. As compared with the ordinary 
type of intussusception, this type occurs in older 
persons, is preceded by previous attacks more fre- 
quently, runs a more chronic course which is often 
characterized by a mild attack one or two days 
prior to the onset of the major illness, causes more 
severe vomiting, is associated with a palpable mass 
situated more often on the right side than on the 
left side, and much less frequently with a mass 
palpable through the rectum, and is accompanie:! 
by less profuse bleeding from the rectum. 

Joun W. Nuzum, M.D. 


Paulson, M.: The Present Status of Idiopathic 
Ulcerative Colitis, with Special Reference to 
Etiology. J. Am. M. Ass., 1933, ci, 1687. 


Chronic idiopathic ulcerative colitis is a syndrome 
presenting fairly constant symptoms and _ sigis 
and having possibly a variable, but no demonstrab!: 
specific cause. It involves the large intestine, pai 
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ticularly its distal segments, and resembles chronic 
bacillary dysentery clinically, pathologically, roent- 
genologically, and in some respects serologically and 
bacteriologically. 

The theory that avitaminosis may be a cause of 
ulcerative colitis is not supported by clinical expe- 
rience, although the experimental evidence in favor 
of it is striking. Vagotonia and disturbances of cal- 
cium metabolism has been thought to play a réle in 
the development of the condition. There is neither 
satisfactory direct evidence nor properly controlled 
contirmatory evidence of a specific or primary etio- 
logical association between any bacterium and 
chronic ulcerative colitis. The definite connection 
between foci of infection and the condition remains 
to be proved both experimentally and clinically. 
However, experimental data indicate the non-speci- 
ficity of bacterial influence. Recent work suggests 
that the greater and more prolonged the bleeding, 
regardless of the cause, the greater will be the dimi- 
nution of the flora and the more marked the relative 
increase in cocci. The cocci, and to a lesser extent, 
the other surviving intestinal organisms, normally 
present are probably responsible for a secondary 
infection. 

Recurrences are certain to occur in all but excep- 
tional cases. The possibility of permanent cure is 
remote. 

As the specific etiological factor remains to be de- 
termined there is no specific therapy and the thera- 
peutic response is not specific. Ileostomy is regarded 
as the operation of choice and should be done earlier 
than is the usual practice. SAMUEL Kaun, M.D. 


Hosoi, K.: Neurogenic Appendicitis. 
1933, XXii,. 428. 

Hosoi reports a careful pathological study of 
appendices which justified surgical intervention but 
appeared grossly normal on removal. Neurogenic 
appendicitis is a pathological entity of the appendix 
characterized by the presence of one or more inter- 
stitial neuromata and often causing clinical signs 
characteristic of suppurative appendicitis. Neuroma 
of the appendix is the most frequent cause of non- 
suppurative appendicitis. It was found in 195 
(56.7 per cent) of 344 consecutive appendectomies 
in which the appendix showed no evidence of an 
acute inflammatory process. 

Other conditions classified with non-suppurative 
appendicitis are: (1) endometriosis of the appendix, 
(2) carcinoids, and (3) infestation with the oxyuris. 

As a rule neuromata of the appendix cannot be 
identified on gross section. Microscopic examina- 
tion shows them to be small circular masses of non- 
medullated nerve fibers and spindle-shaped cells 
located within the muscularis mucose. They are 
axially located, and if more than one is present they 
are connected with each other by strands of nerve 
tissue. Lymphocytic infitration is often present. 
Masson believes that these tumors arise from the 
argentaffin cells. He has demonstrated them best 
by a trichrome stain. 
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Of the neuromata in the cases reviewed, 69.2 per 
cent were found in obliterated appendices and 30.8 
per cent in patent appendices. Pain varying from 
severe agonizing cramps to a dull ache occurred in 
48.2 per cent of the cases. In 39 per cent it was 
localized at McBurney’s point. Nausea was present 
in 25 per cent of the cases, but vomiting occurred in 
only 2.5 per cent. The temperature, pulse, and 
respiration were generally within the normal limits. 
Constipation was a characteristic symptom in 18.5 
per cent of the cases. In the others there was a 
history of diarrhoea during the attack followed by 
constipation. The white and differential blood 
counts were generally normal. In cases with a 
normal blood count and a normal temperature ac- 
companied by gastro-intestinal complaints and 
signs referable to the appendix the possibility of a 
non-suppurative lesion of the appendix such as 
neurogenic appendicitis, should be considered. 

BENJAMIN G. P. SHAFIROFF, M.D. 


Menegaux, G.: Serious Accidents in Rectoscopy 
(Les accidents graves de la rectoscopie). Presse 
méd., Par., 1933, Xli, 1957. 


The author reports the case of a man forty-three 
years of age who was subjected to rectoscopy be- 
cause of alternating diarrhoea and constipation with 
loss of weight. Twenty hours after the examination 
a diagnosis of general peritonitis was made and the 
abdomen opened. Exploration revealed a large 
mass at the rectosigmoid junction without evidence 
of perforation. Because of its size, no attempt was 
made to resect the mass. At autopsy, a diagnosis of 
general peritonitis following the rupture of a peri- 
sigmoid abscess was made. 

In a review of the literature the author was unable 
to find a comparable case. However, attention has 
frequently been called to the danger of perforation 
of the bowel and the rupture of an abscess when 
rectoscopy is done in the presence of perisigmoid in- 
flammation or inflammation of a rectal diverticulum. 

There are records of ten cases in which the normal 
rectum was perforated by the rectoscope. The site 
of the perforation was always at the rectosigmoid 
junction. 

To prevent accidents, certain contra-indications 
must be recognized. These are: (1) diverticula, 
(2) perirectal and perisigmoid inflammation, and 
(3) rectosigmoid cancer. 

In the passing of the rectoscope force must be 
avoided and a proper technique used. The knee- 
chest position is the position of choice. 

Perforation of the rectum is rarely evidenced by 
rectal hemorrhage. It is usually manifested by 
sudden, very severe pain immediately or a short 
time after the examination. Occasionally, marked 
shock is the first symptom. Following the diag- 
nosis, a low midline incision should be made in the 
abdomen under spinal or general anesthesia so 
that a thorough exploration may be carried out. 
The perforation should be closed and covered with 
peritoneum, and the abdomen closed with drainage. 
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Peritonitis must be treated by drainage in the 
usual manner. Even when treatment is given im- 
mediately, the condition is very grave. 

Marsu W. Poote, M.D. 


Rankin, F. W., and Priestley, J. T.: Prolapse of 
the Rectum. Ann. Surg., 1933, xcviii, 1030. 


In an attempt to correlate and classify the basic 
pathological physiology and various methods of 
treating prolapse of the rectum the authors reviewed 
the cases of prolapse of the rectum observed at the 
Mayo Clinic in recent years. The cases were 
classified as prolapse of the rectal mucous mem- 
brane; prolapse of the rectum proper (procidentia), 
which may be graded 1 to 4, depending on the ex- 
tent of the protrusion; and intussusception of the 
rectosigmoid. 

Prolapse of the mucous membrane is more com- 
mon during the early years of life than at any other 
time, and particularly following debilitating diseases. 
Prolapse of the mucous membrane of the rectum 
occurring in adults is usually associated with a pre- 
existing pathological condition of the rectum which 
causes excessive straining at stool. The nature of 
the condition is usually obvious on inspection of the 
involved area. Non-operative measures will usually 
cure this condition if known etiological factors are 
eliminated. Local injections of alcohol are often 
successful when medical measures fail. 

True prolapse of the rectum is characterized by 
the presence of all layers of the rectal wall in the 
protrusion. There are two distinct types. One type 
starts below the reflection of the peritoneum and is 
characterized by absence of a marginal sulcus. The 
other type begins above the reflection of the pelvic 
peritoneum and has a definite sulcus laterally. The 
cardinal features are a mass protruding from the 
anus associated with obstipation and, subsequently, 
in advanced cases, with incontinence. Non-opera- 
tive procedures may be palliative, but are not 
curative. The following types of operative pro- 
cedures have been suggested: 

1. Operations for narrowing the anal aperture 
and adjacent rectum. 

2. Procedures attempting to strengthen the 
rectal supports from below. 

3. Fixation operations such as rectopexy. 

4. Operations directed toward cure by resection 
of the prolapse. 

5. The operation suggested by Moschcowitz, in 
which the cul-de-sac of Douglas is obliterated. This 
operation has yielded very satisfactory results. In 
the last five years at the Mayo Clinic it has been 
employed in nine cases of major rectal prolapse. 

Intussusception of the rectosigmoid is not a true 
prolapse, but is treated best by obliteration of the 
true pelvis by the Moschcowitz technique. 


Scarborough, R. A.: Pruritus Ani: Its Etiology and 
Treatment. Ann. Surg., 1933, xcviii, 1039. 


Pruritus ani is the symptom of localized itching 
about the anus. However, it is not a clinical entity 
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due always to the same fundamental cause. Accord. 
ing to the earliest theory of its causation it has a 
hysterical or neurogenic basis. Some believe it is « 
referred sensation due to disease in an adjacent 
organ such as the prostate, seminal vesicles, bladder, 
or urethra. In the author’s opinion this theory of 
reflex origin is difficult to accept. Direct visual in- 
spection of the entire length of the anal canal, the 
mucutaneous line, and at least the lower 2 in. of the 
rectum with the anoscope is imperative. Experience 
has shown that there is always a local cause for the 
itching. The essential factor is the presence in the 
anal canal of an irritating secretion or discharge. 
Among the factors responsible may be included a 
relaxed sphincter ani muscle, prolapse internal 
hemorrhoids, external hemorrhoids, an infectious 
discharge, erosion of pockets of dilated mucosa by a 
foreign body, and small fissures or sinus tracts. 

The methods of treatment are as numerous as thie 
theories regarding the origin of the condition. Con- 
vinced of the constant presence of a local cause, the 
author is convinced also that treatment for perma- 
nent relief must be directed toward cure of the local 
cause. Treatment of the secondary changes without 
removal of the primary cause results only in tempo- 
rary improvement. One such type of treatment is 
irradiation. Extensive burns following irradiation 
constitute convincing evidence that irradiation may 
do great harm. Ultraviolet light, vaccines, and 
colonic flushings appear to relieve, but do not cure 
the itching. Complete relief for periods of from three 
to twelve months may be obtained by blocking 
the sensory nerve endings of the anal and perianal 
skin, but unless the causative lesion is removed the 
itching ultimately recurs. Simpler and more effective 
methods of blocking the sensory nerves, such as the 
injection of alcohol or some sclerosing or anesthetiz- 
ing solution, may also give immediate but not 
permanent relief. Salves and ointments are at best 
only palliative. 

In the author’s method of treatment a careful 
examination of the entire length of the anal canal 
is made with the lighted anoscope to discover thie 
cause of the abnormal irritative discharge. Treat- 
ment is then instituted for correction of the local 
lesion. As a rule surgical measures are necessary. 

Of 304 patients seen at the proctological clinic, 
50 per cent suffered from localized anal itching. \ 
definite local cause was found to account for the 
pruritus in all but 1 case. Treatment was under- 
taken in 63 cases. In 4 cases, palliative treatment 
by the local injection of hemorrhoids was given. 
In 52 cases in which treatment was completed, 
absolute cure of the pruritus without recurrence 
was obtained. Joun W. Nuzum, M.D. 


Bensaude, R., Cain, A., Oury, P., and Poirier, A.: 
Cancer of the Anus (Le cancer de l’anus). Pres‘e 
méd., Par., 1933, No. 92, 1837. 


This article is based on a study of 143 cases of 


cancer of the anus. The lesions included cancers of 
the mucocutaneous margin and cancers of the anal 
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canal. Most of them were pavement-celled epithelio- 
mata, but some were glandular cylindrical-celled 
epitheliomata. .While the 2 types often cause the 
same symptoms, the cylindrical-celled epithelioma 
yields only to radical excision whereas the pavement- 
celled epithelioma is radiosensitive and may even be 
cured by radium or X-ray irradiation. 

Cancer of the anus is sometimes secondary to can- 
cer of the rectum, but is usually primary in the anus. 
It has not been found in persons under thirty years 
of age. It is most common in the fifth decade of life. 
The ratio of anal to rectosigmoid cancer is 1:5.7. 
Cancer never develops in normal tissue, but may 
occur at the site of chronic irritation, an old tumor, 
a marginal polyp, or a fistula. Hamorrhoids do not 
seem to be a cause. 

In 58 of the cases reviewed the first symptoms 
developed from two months to a year before the 
first examination. Early complaints were functional 
disturbance, anal pain, more or less profuse hamor- 
rhage from the anus, a false desire to defecate, con- 
stipation, and symptoms attributed to hemorrhoids. 
In 2 cases the first sign was inguinal adenopathy. 

The anal pain, which is perhaps the dominating 
symptom, has been called “‘sphincteralgia.” It is 
not constant. It occurs mainly during efforts at 
defecation, but may be prolonged after defecation. 
It may be piercing or burning or accompanied by 
itching and a feeling of weight or the presence of a 
foreign body in the rectum, and may radiate toward 
the perineum. 

In a small proportion of cases the condition is pain- 
less and the patient seeks examination on account of 
a tumor mass or ulceration at the anal margin. 


Cancer of the orifice and margin of the anus may be 
found in any part of the circumference of the anus 
even in the commissures. It is of 2 main types, one 
with a protruding cauliflower appearance and the 
other showing ulceration with loss of substance, a 
red base, and undermined edges. Various atypical 


forms of flat erosion and fissures are found. ‘The 
growth is not always limited to the external or anal 
margin; it may extend into the anal canal as far as 
an inch and simulate a venereal wart or condyloma. 
Occasionally it presents a pseudohemorrhoidal or 
pseudophlegmonous appearance. 

All tumors of this type have 2 principal charac- 
teristics, one a woody hardness and the other a 
cancerous extension or permeating infiltration which 
can be felt externally or on rectal or vaginal ex- 
amination, 

In the early stage, cancer of the anal canal re- 
quires careful endoscopic examination with a 
speculum. Three main types are found: vegetative, 
ulcerous, and infiltrating. The infiltrating type, 
which is difficult to diagnose, occurs in the upper 
extremity of the canal and is surrounded by oedema 
with thickening of the wall which may completely 
encircle the canal without appearing externally. 
This ampullary cancer extends to the presacral 
lymph nodes, where recurrences may develop after 
its excision, and has a grave prognosis. In ordinary 
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anal cancer the lymphatic extension is toward the 
inguinal lymph nodes. In some cases the cancer 
spreads to the ampulla of the rectum, invades the 
ischiorectal fossa, and spreads into the bladder, 
causing urinary symptoms. In others, it spreads on 
the surface, into the skin and the anal orifice, loses 
all normal structure and becomes a neoplastic mass 
extending along the perineum. 

Biopsy should be done in every case and the treat- 
ment based on the findings of this examination. In 
pavement-celled epithelioma radium therapy should 
give excellent results. Of 20 patients treated at the 
Radium Institute in the period from 1921 to 1932 
inclusive, 16 were women. Eight remained free from 
recurrence, 1 after ten years, 3 after five years, 2 
after two years, 1 after one and a half years, and 1 
after a year. In 8, recurrences developed mainly in 
the primary site or in the glands in the iliac fossa 
and the precoccygeal podes. In 4, the condition was 
not cured locally. 

The results of excision of cylindrical-celled 
glandular epithelioma were far less satisfactory. 

KELLOGG SrEED, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Zappala, G.: The Antonucci Method of Cholecys- 
tography (La colecistografia secondo il metodo 
Antonucci). Policlin., Rome, 1933, xl, sez. chir. 541. 


The author reviews 300 cases of cholecystography 
by the Antonucci so-called ‘‘rapid”? method. 

Both the intravenous and oral routes of ad- 
ministration were employed. The procedure consists 
essentially in the use of tetra-iodophenolphthalein 
combined with glucose and insulin which for some 
unknown reason accelerates the hepatic elimination 
of the dye into the gall bladder. This activating 
phenomenon has been the subject of considerable 
controversy in literature. Some ascribe the mecha- 
nism to the hyperglycemia, and others to direct 
stimulation of the hepatic cells. 

Of the 300 cases studied, 100 had subsequent 
operative control. The incidence of error in these 
100 cases and in the cases of 26 normal individuals 
subjected to the intravenous method was o per cent, 
whereas in cases in which the oral method was used 
it was 15 per cent. 

The author concludes that the Antonucci rapid 
method of cholecystography is reliable, practical, and 
simple, and causes no greater systemic disturbances 
than any other method. The dye is demonstrable in 
the gall bladder half an hour after the injection and 
sufficiently concentrated for cholecystography after 
two or three hours. Georce C. Finota, MD. 


Gilbert, R. and Demole, M. J.: Fifty Rapid Chole- 
cystographies. Results and Indications (50 
cholécystographies rapides. Résultats et indica- 
tions). Presse méd., Par., 1933, No. 92, 1823. 

One inconvenience of the usual method of chole- 
cystography is the long time required after the injec- 
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tion of tetra-iodide before the gall bladder becomes 
visible. Visibility generally requires twelve hours. 
Antonucci has devised a method by which the gall 
bladder is rendered visible in from half an hour to 
an hour and reaches its maximum visibility in two 
hours. 

The patient is usually prepared by three or four 
days of a diet poor in carbohydrates, but this step 
may be omitted. On the day of the test he is given 
an intravenous injection of 125 c.cm. of a 40 per 
cent glucose solution followed by an injection of 
tetra-iodide. Ten minutes later he is given ro units 
of insulin subcutaneously. To prevent accidents, 
both the glucose and the tetra-iodide are injected 
slowly, each injection taking from fifteen to twenty 
minutes. 

The glucose provokes a transitory hyperglycemia 
which hastens the passage of the tetra-iodide through 
the liver. The diet poor in carbohydrates decreases 
the liver glycogen and in this way re-inforces the 
action of the glucose. However, it is not strictly 
necessary. The insulin furthers the excretion of the 
iodized bile from the liver into the bile ducts. 

The authors have used this method in fifty cases. 
The results were negative in 47 per cent. This is a 
higher percentage of negative results than with the 
Graham method. However, the rapid method gives 
positive results in some cases in which the Graham 
method gives negative results; for example, cases 
of Basedow’s disease and diabetes. This is because 
the hyperglycemia hastens the passage of bile into 
the gall bladder and the gall bladder is empty when 
the first roentgenogram is taken by the slow method. 

However, while a positive rapid cholecystogram is 
conclusive, a negative rapid cholecystogram is not. 
When the negative results in the cases reviewed 
were controlled by Sandstrém’s fractional oral method 
it was found that many of them were positive. With 
the Antonucci method, some cases that are negative 
at the end of two hours become positive at the end 
of five or six hours. Therefore if it seems probable 
that cholecystography will be negative, Sand- 
strém’s method is the method of choice, but if a 
normal gall-bladder picture is expected the rapid 
method is preferable. Auprey Goss Morcan, M.D. 


Milani, E.: Cholecystographic Data in Strawberry 
Gall Bladder With Surgical Control (I dati 
colecistografici della vescicola a fragola nel vaglio 
del controllo operatio). Radiol. med., 1933, xx, 
1384. 

The author examined 400 cholecystograms, 79 of 
which were controlled operatively. The conditions 
in the 79 cases coming to operation were as follows: 
strawberry gall bladder, 18 cases; cholelithiasis, 36 
cases; chronic cholecystitis, 15 cases; empyema of 
the gall bladder, 1 case; periduodenitis with peri- 
cholecystitis, 5 cases; perforated duodenal ulcer with 
cholecystitis, 3 cases; and cholecystitis with appen- 
dicitis, 1 case. Cholecystography was done accord- 
ing to the Graham method in the majority of the 
cases, but other tests and methods were also used. 
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Milani reviews the gross and microscopic patho 
logical changes in strawberry gall bladder and the 
various theories regarding the cause of the condi- 
tion. He then describes the clinical picture briefly 

The findings of X-ray examination are considere:| 
in detail. Evidence of the condition may be ol). 
tained indirectly from a study of the gastro-intestinal 
tract. The gall bladder may make an impression on 
the duodenum or pylorus. Such an impression was 
noted in 3 of the cases reviewed. It does not occur 
in cases of atonic gall bladder. Local spasm of the 
antrum was noted frequently. Deformity and dislv- 
cation of the bulb were observed in 1 case. Espe 
cially in the presence of adhesions there may be also 
a segmental dilatation of the small intestine, spasm 
of the sphincter of the right colon, and delay of 
emptying of the stomach with retention and delay 
of emptying of the bulb. 

In strawberry gall bladder direct visibility of the 
gall bladder with tenderness over the organ is not 
common and was never noticed by Milani. Because 
of their normal variations, the form, size, and loca 
tion of the gall bladder are of little significance. De- 
lay in the appearance of the shadow is not uncom- 
mon. The shadow is usually discrete and rarely 
absent, but as a rule is pale. Occasionally it has an 
areolar appearance. The intensity of the shadow 
depends on the time the roentgenogram is made, 
the function of the liver, and normal permeability 
of the bile passages. Of importance is the fact that 
the presence of an intense shadow when the Graham 
method is used is not always an indication of a 
normal gall-bladder wall. 

In a number of cases both the slow Graham 
method of cholecystography and the rapid method 
of Antonucci were used. The latter method depen«s 
upon the intravenous injection of the iodine-con- 
taining dye in a glucose solution (50 gm. of glucose, 
125 c.cm. of a 4o per cent glucose solution). The 
maximum visibility of the gall bladder is reached 
about two hours after the injection. The glucose 
presumably causes a marked increase in liver func- 
tion. Besides being an important test of dye-con- 
centrating power, this is a test of the speed of con- 
centration, of the load which the gall bladder is able 
to carry. Strawberry gall bladder is not shown as 
rapidly by this method as by the Graham method, 
probably because the diseased gall-bladder wall is 
unable to handle the rapidly flowing bile and 
concentrate it. A. Louts Ross, M.D. 


Twiss, J. R., and Greene, C. H.: Dietary and Medi- 
cal Management of Diseases of the Gall Blad- 
der; Newer Points of View. J. Am. M. Ass., 1933, 
ci, 1841. 

Among the factors predisposing to the develo))- 
ment of cholecystitis and cholelithiasis are biliary 
stasis, infection, disturbances of pigment excretion, 
cholesterol metabolism, obesity, and pregnancy. 

It is well known that disturbances of cholester:! 


metabolism frequently result in the formation of 
gall stones, and a large amount of work has been 
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done on this phase of cholesterol metabolism. While 
no final agreement has been reached, it appears 
reasonably certain that the liver has a regulating 
function and is active in maintaining the cholesterol 
content of the blood at a fairly constant level. 
There is considerable evidence also that with the 
prolonged ingestion of foods rich in cholesterol 
hypercholesterolemia develops and is accompanied 
by an increased excretion of cholesterol in the bile. 
This is produced also by diets rich in fat. Diets low 
in cholesterol tend to reduce the cholesterol content 
of the blood. Rapid reduction of weight in obesity 
appears to produce a hypercholesterolemia by 
liberating considerable quantities of stored choles- 
terol. Therefore the weight reduction of an obese 
patient should be undertaken gradually. 

In discussing the dietary treatment of gall-blad- 
der disease the authors give five bland sample diets, 
three of which are low, and two of which are high, 
in cholesterol. 

Besides dietary treatment, general hygienic 
measures are indicated to prevent biliary stasis 
and prevent or relieve inflammation of the gall 
bladder or bile ducts, and operation is indicated to 
remove calculi. 

The prevention of biliary stasis is accomplished 
by active exercise and the avoidance of constipation. 
Inflammation is best prevented or relieved by the re- 
moval of foci of infection and the use of saline 
cathartics and alkaline powders. 

G. DanreL DeEvprat, M.D. 


Popper, H. L.: Pancreatic Secretion in the Bile 
Passages. Its Significance in the Development 
of Acute Pancieatic Diseases (Pankreassaft in 
den Gallenwegen. Seine pathogenetische Bedeutung 
fuer die Entstehung der akuten Pankreaserkran- 
kungen). Arch. f. klin. Chir., 1933, clxxv, 660. 


This article is based on examinations of bile for the 
presence of pancreatic ferments. Because of the 
intricacy of the method, lipase determinations were 
undertaken in only a few instances. The stalagmo- 
metric method of Rona and Michaelis was employed. 
Trypsin determinations by the method of Fuld and 
Gross can be made only on non-inflammatory bile 
containing little protein. Of chief importance is the 
diastase determination. Unlike trypsin, the diastatic 
ferment remains unchanged for a long time. The 
diastase determinations were made by the Wohlge- 
muth half-hour method. Minor sources of error, the 
natural color of the bile, the iodine-binding power of 
the bile, and slight inhibition of starch digestion in 
bile must be given consideration. 

Examination of the bile for the presence of pan- 
creatic ferments was made in 2109 cases. In 217 of 
these the bile was obtained from the gall bladder 
and in 2 from the common duct and the gall bladder. 
In 161 cases cholelithiasis with or without evidence 
of inflammation was present. Five specimens were 
from patients with tumor of the gall bladder or 
pancreas, 16 from patients with acute pancreatic 
disease, and 1 from a patient with non-perforative 
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biliary peritonitis. Thirty-six were obtained by 
puncture in the course of an operation for a condi- 
tion not involving the biliary tract or pancreas. 
Only diastase values which exceeded the upper nor- 
mal serum content by 64 units were considered. The 
pathological biliary diastase values varied between 
64 and 64,000 units, but in the majority of the cases 
were between 256 and 4,096 units. 

Seventeen per cent of the 219 specimens examined 
showed increased diastase values. As cases of acute 
pancreatitis should be subtracted, the diastase values 
in the bile were pathological in 10 per cent of the 
cases (143 cases of cholelithiasis, 5 cases of gall- 
bladder or pancreatic tumor, and 32 cases of normal 
gall bladder). The increased values were found in 
cases of inflammatory gall-bladder disease; cases of 
practically non-reacting cholelithiasis; and in 3 
cases in which the bile passages were normal. The 
results of histological examination of the gall bladder 
and bacteriological study of the bile in cases with 
increased diastase values allowed of no conclusions 
when they were compared with those in cases in 
which the ferment was not present, and there was no 
difference in the anamnesis and clinical and opera- 
tive findings in these cases. A choledochus stone was 
found only once in the cases with increased diastase 
values. The stone in this case was not at the papilla 
but beneath the level at which the cystic duct 
branches off. , 

The increase of diastase was independent of any 
bacterial or cellular admixture. As increased dia- 
stase values occur in the blood without an increase 
in the bile, and as the diastase value in the bile may 
be increased without a noteworthy increase in the 
diastase in the blood, the author concludes that the 
increases are caused by the admixture of pancreatic 
juice with the bile and not by excretion through the 
liver. Following operation in a case of acute pan- 
creatitis, increased diastase values were found in the 
urine and blood but no increase was determined in 
the bile from the hepatic duct. As in 2 cases of 
choledochus drainage only a transient increase was 
found in the diastase value in the bile from the liver, 
the author concluded that pancreatic secretion had 
entered the bile through the duct of Wirsung. For 
this to occur a common orifice for the choledochus 
and the duct of Wirsung is essential. This condition 
was proved at autopsy by the author in several 
cases. 

The author does not believe that primary injury 
to the bile passages is caused by the penetrating 
pancreatic secretions. In support, of his contention 
he cites the fact that increased diastase values were 
found in the cases of persons with a normal biliary 
tract. He also points out that the course of inflam- 
matory diseases of the bile passages is no more 
severe when the diastase values are increased than 
when they are not increased. 

In order to exclude the possibility of secondary 
injury of the liver from the admixture of pancreatic 
secretions in the bile, Popper later carried out the 
Bauer galactose test for liver function in every case 
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with increased diastase values. No noteworthy 
injuries of the hepatic parenchyma could be demon- 
strated by this method. Neither icterus nor a con- 
siderable urobilinogenuria was observed in any case. 
The author therefore rejects the theory of a relation- 
ship between acute and chronic injury of the bile 
passages and liver and the admixture of pancreatic 
juice with the bile. However, he recognizes a rela- 
tionship between the afflux of pancreatic secretions 
to the bileand both non-perforative biliary peritonitis 
and acute pancreatitis. He states that non-perfora- 
tive biliary peritonitis occurs only when there is a 
marked stasis of the ferment-containing bile. This 
occurs usually in cases of stone at the papilla. Ac- 
cording to Blad, bile which contains pancreatic 
ferments is more diffusible, but does not produce 
non-perforative biliary peritonitis in the absence of 
stasis. Primary injury to the wall of the gall bladder 
is probably unnecessary for the development of non- 
perforative biliary peritonitis. 

Of the author’s 18 cases of acute pancreatitis, 
increased diastase values in the bile were found in 16. 
From this fact Popper concludes that, in addition 
to stasis, a communication between the bile and 
pancreatic passages is responsible for the develop- 
ment of most cases of acute pancreatitis. The 
absence of pancreatitis in his cases with bile contain- 
ing pancreatic ferment he attributes to the absence 
of stasis. Acute pancreatitis and non-perforative 
biliary peritonitis, despite their common pathoge- 
netic essentials, hinder each other’s development; 
apparently non-perforative biliary peritonitis occurs 
only in the absence of pancreatitis and the pancrease 
is especially resistant. Access of bile to the pancreas 
does not appear to be essential for the development 
of acute pancreatitis. Pancreatitis probably results 
from trypsin activation in the bile passages and 
extension of the process of ferment-activation by 
way of the lower intrahepatic portion of the chole- 
dochus to the pancreas, possibly by diffusion. 

HELLNER (Z). 


Eurén, R.: Acute Diseases of the Pancreas in Rela- 
tion to Operations on the Stomach and Duo- 
denum (Ueber akute Pankreaserkrankungen im 
Zusammenhang mit operativen FEingriffen am 
Ventrikel-Duodenum). Acta chirurg. Scand., 1933, 
XXiii, 323. 

The author discusses the cases of acute pancreatic 
conditions following operations performed on the 
stomach and duodenum at the Upsala Clinic in the 
period from 1922 to 1932 and gives a brief review of 
the literature on the etiological and pathogenetic 
factors of such complications. In discussing the 
operative traumata which may be followed by acute 
pancreatic disease he cites chiefly the work of 
‘Clairmont, Walzel, and Usland. 

Of 616 operations on the stomach and duodenum, 
9 were followed by a more or less serious acute post- 
operative condition of the pancreas. Eight of the 
latter were resections and 1 was a gastro-enterostomy. 
A few doubtful cases are also reported. In dis- 
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cussing the etiological relationship between operative 
traumata and the pancreatic changes found in the 
cases reviewed the author emphasizes that the 
nature of the relationship has not been definitely 
determined. 

On the basis of the literature and the cases re- 
viewed, Eurén draws the following conclusions: 

1. Deep penetration of an ulcer into the pancreas 
necessitates great care in the choice of operation. In 
cases of ulcer penetrating from the stomach the 
danger is considerably less; therefore resection should 
be performed when possible. In cases of duodenal 
and pyloric ulcer, deep penetration may constitute 
an absolute contra-indication to resection. In any 
case, liberation of the duodenum too far down must 
be avoided; gastro-enterostomy or perhaps resection 
for exclusion is best. 

2. Sharp excision of the base of the ulcer from thie 
pancreas is contra-indicated. Because of the danger 
of an unintentional deep effect, fulguration of the 
ulcer base remaining in the pancreas is contri- 
indicated, and unless left entirely alone, the base 
should be merely carefully washed out. In every 
case it should be drained. 

3. The treatment of the pancreas in cases of 
malignant growth encroaching upon surrounding 
tissues remains a problem the solution of which «c- 
pends chiefly upon the judgment of the surgeon. 

4. Such injuries as cutting or suturing into the 
glandular parenchyma, incarceration of the capsule 
in the suturing of the duodenal stump, and strong 
traction upon or compression of the parenchyma 
must be avoided so far as possible. 

5. Even in cases of apparently slight lesions of the 
glandular tissue the surgeon should always attempt 
to obtain good drainage and should refrain from 
primary suture. 


MISCELLANEOUS 


Davis, G. G.: Abdominal Emergencies Dealing Es- 
pecially with Abdominal Injuries. Internat. /. 
Med. & Surg., 1933, xlvi, 525. 


Abdominal emergencies resulting from external 
violence, the so-called “internal injuries,” are rela- 
tively frequent and may be caused by localized or 
diffused violence. The lesion depends upon the ex- 
tent, type, and site of the impact. 

If, six hours after an abdominal injury, there is 
abdominal pain accompanied by vomiting or a ris- 
ing pulse or increasing rigidity of the abdominal 
wall, exploration is indicated. Localized rigidity of 
the abdominal wall over the site of a lesion is of 
great importance. Operation should be deferred 
until the primary shock has subsided. 

In systematic examinations, attention should be 
directed first to the history. This is important he- 
cause the mechanism of the injury is frequently 
pathognomonic. Circumscribed trauma, for  in- 
stance, may cause subcutaneous rupture of the small 
intestine, whereas all injuries of the liver, spleen, 
pancreas, and blood vessels are the result of a triu- 
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matizing, crushing type of force applied over a broad 
surface. 

Some of the symptoms and signs of internal injur- 
ies are common to both lesions of parenchymatous 
organs and lesions of hollow viscera, namely, those 
of shock and those of hemorrhage. 

injuries to the dorsal spinal cord and spinal col- 
umn also are accompanied by abdominal rigidity. 
In injuries of the liver there may be single or mul- 
tiple lesions. As a rule the capsule of the liver is 
lacerated. The possibilities of operative treatment 
of liver wounds are rather limited. If a clot is 
found in a laceration of the liver, it should be left 
undisturbed. Active bleeding is best controlled by 
sutures and tamponade to care for the bile drainage. 
At the time of operation, ruptures of the liver are 
usually not bleeding. 

The incidence of involvement of the spleen in 
abdominal injuries is about half that of involvement 
of the liver. The diagnosis of splenic rupture is based 
on the signs of severe internal bleeding following 
trauma in the region of the spleen. Because of the 
anatomy of the spleen, the tears are frequently 
transverse and multiple.. Splenectomy is the safest 
treatment. 

In the gastro-intestinal tract the small intestine is 
injured most frequently, the large intestine next 
most frequently, and the stomach least frequently. 
Rupture of the stomach occurs usually when the 
stomach is full. It is accompanied by severe shock 
and symptoms of hemorrhage which persist after 
treatment of the shock. The pain is located in the 
epigastrium. There is marked rigidity of the upper 
abdomen. 

In the diagnosis of gastro-intestinal perforation, 
X-ray examination is of great aid. Almost without 
exception, every case of an acute abdominal condi- 
tion with a free gas bubble is a case of perforative 
peritonitis from the rupture of a gas-containing 
viscus. This sign is detected quickly with the 
fluoroscope. 

In cases of internal injury due to a non-penetrating 
force operation should be preceded by treatment for 
the shock. There are two signs of particular impor- 
tance to influence the surgeon’s decision for imme- 
diate interference. One is permanent and progress- 
ively increasing weakness and frequency of the 
pulse, usually associated with a subnormal tem- 
perature, marked pallor, and nervous anxiety, 
depression, or restless excitability, the ordinary 
consequences of acute anemia. The other is pro- 
gressive distention of the abdomen combined with 
tenderness and rigidity of the abdominal wall which 
hardens and defends itself on the slightest touch. 

The diagnosis of rupture of the urinary bladder is 
based on a history of hypogastric injury, the pres- 
ence of blood in the urine, and a persistently empty 
or nearly empty bladder. A simple method of 
making a positive diagnosis of rupture of the bladder 
consists in the injection of air followed by X-ray 
examination. This method will show whether the 
rupture is intraperitoneal or extraperitoneal or both. 
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In intraperitoneal rupture the air escapes to the 
highest point of the abdominal cavity or shifts as 
the position of the patient is changed. In extra- 
peritoneal rupture the air follows the perivesical 
areolar tissue and fascial planes outside the peritoneal 
cavity. In the absence of rupture of the bladder the 
air remains within the regular outline of the bladder. 

In rupture of the urethra there is inability to void, 
a catheter cannot be passed, a small amount of fresh 
blood follows removal of the catheter, and the blad- 
der is distended. 

The author condemns treatment of the wound 
through a perineal incision as this method causes 
scar-tissue formation with stricture and resulting 
pathological changes in the bladder, ureters, and 
kidneys. He uses a male and female sound and a 
catheter. The male sound is inserted through the 
penis, and the female sound with a cupped tip is 
inserted into the urethra through the bladder fol- 
lowing suprapubic cystostomy. When the two sounds 
meet and click, the male sound is engaged into the 
cupped end of the female sound. The male sound is 
then guided into the bladder. A silk or catgut suture 
is passed through the drilled hole of the male sound 
in the bladder, and a rubber catheter connected to 
the suture. The sutures are tied and the catheter is 
introduced from the bladder through the penis and 
left in place. The cystostomy is continued for a 
number of days for drainage. 

Cuares DuBois, M.D. 


Lewis, D., and Trimble, I. R.: Subcutaneous In- 
juries of the Abdomen. Ann. Surg., 1933, xcviii, 
685. 

The authors discuss injuries of the liver, spleen, 
intestines, kidneys, and bladder. 

The mortality of subcutaneous abdominal in- 
juries is quite variable. During the period from 1885 
to 1896 it ranged between 60 and 70 per cent. By 
1900 it had been reduced to 30 per cent. Ina report 
on 126 cases seen in a period of twenty-three and a 
half years which was published in 1925, it was given 
as 21.9 per cent. 

Force applied to a circumscribed area is more apt 
to injure the intestines or a kidney, while force ap- 
plied more diffusely over a wide area is more apt to 
injure the liver, spleen, pancreas, or blood vessels. 
Some of the viscera are protected by their position. 
Engorgement during physiological activity may pre- 
dispose to injury. The viscera of the young, being 
more plastic, are not so frequently injured as the 
viscera of the old which, because of fixity, cannot 
change their form or location when force is applied. 
One of the chief reasons for the reduction in the 
mortality of subcutaneous abdominal injuries is the 
increased frequency with which exploratory laparot- 
omies are performed. 

In the cases of subcutaneous injury of the liver 
which are reviewed by the authors, the treatment 
consisted of packing with gauze combined with 
suturing or suturing alone. ‘To aid the escape of bile 
from the surface of the laceration, gutta percha was 
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employed. A favorable prognosis in complicated 
cases depends upon early diagnosis and early control 
of the hemorrhage. 

Ruptures of the spleen were treated preferably by 
splenectomy. The prognosis of such injuries depends 
upon the severity of the associated injuries and the 
time of operation. As in other severe intra-abdominal 
injuries, operation should be performed early, but 
not until the patient has recovered from shock. 

Injuries of the intestines are common. The small 
intestine is more frequently injured than the large 
intestine, and the large intestine more frequently 
than the stomach. The force is usually circum- 
scribed. Asa rule the patient gives a history of being 
kicked, struck by a stone, or run over by an auto- 
mobile. Occasionally a bursting rupture is found. 
The intestinal loop may be ruptured from within by 
its contents of liquid and air. A bursting rupture of 
this kind is usually long, extending over a considera- 
ble segment. As a rule the application of the force is 
followed by shock, but in some cases the patient may 
walk into the hospital and show no clinical evidence 
of impending danger. X-ray examination is a 
valuable aid in the diagnosis of this type of injury 
as it will demonstrate the presence of free air in the 
peritoneal cavity. If recovery occurs, there will be 
very few, if any, sequele. Among the possible 
a are postoperative hernia and stenosis of the 
bowel. 

Rupture of the kidney may bea subcapsular lesion 
or a complete division of the kidney substance. It is 
always followed by hematuria. Subcapsular in- 
juries may be treated conservatively, but the more 
severe lesions require operation. 

Rupture of the bladder is usually caused by a 
fracture of the pelvis or an external blow to the lower 
abdomen. Two cases of hydrostatic rupture were 
observed by the authors. Some persons with rupture 
of the bladder suffer immediate shock whereas others 
are able to walk to the hospital. Early diagnosis 
may be aided by the finding of blood in the catheter- 
ized urine and by cystoscopy. Strangury, blood in 
the urine, and pain in the lower part of the abdomen 
are signs of the greatest significance. The treatment 
indicated is closure of the wound as soon as the 
patient’s condition will permit. 

W. GreEELEy, M.D. 


Ochsner, A., and Graves, A. M.: Subphrenic 
Abscess. Ann. Surg., 1933, xcviii, 961. 


This article is based on 3,322 cases of subphrenic 
abscess collected from the literature and 50 cases 
observed by the authors. 

Subphrenic abscesses occur much more frequently 
than is generally supposed, but as most subphrenic 
infections subside spontaneously the incidence of 
subphrenic infection without abscess formation is 
much higher than that of subphrenic infection with 
abscess formation. Subphrenic abscesses occur 3 
times more frequently in males than in females. In 
the authors’ series of cases no racial predisposition to 
such abscesses was apparent. Thirty-two per cent 


INTERNATIONAL ABSTRACT OF SURGERY 


of the patients were in the fourth decade of life, and 
7° per cent between the ages of nine and forty years. 

Subphrenic abscess usually follows an intraperi- 
toneal suppurative process. The most frequent 
antecedent conditions are perforated appendicitis 
and perforated lesions of the stomach and duo- 
denum. Of the total number of cases reviewed, ap. 
pendicitis and perforated lesions of the stomach ani! 
duodenum were the original focus in 59 and 54 per 
cent respectively. The incidence of subphrenic ab- 
scess complicating acute inflammation of the appen. 
dix varies in collected series of cases from 0.34 to 
6.1 per cent. The average incidence in 11,017 cases 
of acute appendicitis was 1.1 per cent. The incidence 
is undoubtedly higher than these figures indicate be- 
cause in many cases a subdiaphragmatic complica 
tion is not suspected. In the authors’ series of cases 
in which positive cultures were obtained from the 
subphrenic space, colon bacilli were present in 40 
per cent, streptococci in 40 per cent, and staphylo- 
cocci in 20 per cent. The most frequent site of sul)- 
phrenic abscess is the right posterosuperior space. 
This space was involved in 28.8 per cent of the col- 
lected series of cases and 60 per cent of the authors’ 
cases. 

The clinical picture of subphrenic abscess is 
generally one of continued infection following an 
intra-abdominal suppurative process. Of the cases 
reported by the authors, the onset was sudden in 16 
per cent and insidious in 14 per cent. In 70 per cent, 
systemic manifestations continued following drain- 
age of the original suppurative process. In addition 
to the systemic manifestations of infection there 
were localizing signs such as a sense of pressure in 
the upper abdomen or loin and difficulty in breath- 
ing, especially on deep inspiration. Persistent ten 
derness over the right twelfth rib or along the right 
costal margin in such cases is indicative of sub 
phrenic infection. Limitation of respiratory move 
ment together with elevation of the diaphragm 
occurs early. Diagnostic aspiration is contra 
indicated because of the danger of contaminating 
uninvolved portions of serous cavities. Intrapleura! 
complications are usually due to delay of diagnosis 
and treatment of subphrenic infection. 

In all cases of subphrenic infection in which sup 
puration has not occurred conservative treatment 
is indicated. When suppuration has developed, in. 
cision and drainage should be done with care to 
prevent contamination of an uninvolved cavity. 
In 1,072 reported cases of subphrenic abscess in 
which non-operative treatment was given, the 
mortality was 91.1 per cent whereas in 1,693 cases 
in which drainage was established it was 33.6 per 
cent. In the collected series of 189 cases of sub 
phrenic abscess drained without contamination of 
the pleural or peritoneal cavities the mortality was 
21 per cent, whereas in 305 cases in which trans 
pleural drainage was established it was 39 per cen! 
and in 337 cases with transperitoneal drainage it 
was 35.5 per cent. In the authors’ series, the morta! 
ity following extraperitoneal, transpleural, 
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transperitoneal drainage was 13.6, 50, and 41.6 per 
cent respectively. In order to prevent contamina- 
tion of uninvolved portions of the pleural and peri- 
toneal cavities, subphrenic abscesses should be 
drained both extraperitoneally and extrapleurally. 
In cases of abscess located in the right postero- 
superior space this can be accomplished best by the 
retroperitoneal operation. The authors describe 


this operation in detail. In 31 cases in which it was 
performed by them, the mortality was 9.7 per cent. 


Wilmoth, P., Bertrand, I., and Patel, J.: Abdomi- 
nal Ganglioneuromata (Les ganglio-neuromes 
abdominaux). J. de chir., 1933, xlii, 689. 


The literature on abdominal ganglioneuromata is 


briefly reviewed from the first description of these 
tumors by Loretz in 1870. 
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Ganglioneuromata usually arise from the sympa- 
thetic nervous system, and rarely from the peripheral 
sympathetic nerves. They develop occasionally in 
the central nervous system, neck, thorax, but most 
frequently in the abdomen from the retroperitoneal 
region. 

The authors report the case of a girl sixteen and a 
half years of age who was subjected to laparotomy 
eleven years previously for a tumor of the left flank. 
As the growth was believed to be a sarcoma, nothing 
was done. At a second operation a neoplasm meas- 
uring 28 cm. in its greatest diameter and weighing 
2 kgm, was removed. On section, the tumor was 
found to be a ganglioneuroma. The appearance of 
microscopic sections prepared by different methods 
is described by the author in detail. 

Marsu W. M.D. 
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UTERUS 


Morgan, T. N.: Studies of the Movements of the 
Uterus. J. Obst. & Gynec. Brit. Emp., 1933, xl, 1196, 


A study of uterine motility was made by preparing 
uterine fistula in rabbits and making records of the 
movements of the uterus in the unanesthetized ani- 
mal. Four methods were found to yield satisfactory 
results. The recording method adopted was the 
use of a surface-tension water manometer. 

The influence of the sympathetic nervous system 
on the uterus was demonstrated by the fact that 
adrenalin constantly produced a well-marked con- 
traction of the uterus when given intravenously in 
doses of o.1 c.cm. of a 1:10,000 solution. An im- 
mediate contraction occurred and was followed by 
a period of tetany with a gradual return to normal 
within four minutes in the average case. In animals 
which had received an injection of ergotoxin, a sub- 
sequent injection of adrenalin within fifteen minutes 
produced no response. The inhibitory response to 
adrenalin was found to be inconstant. For complete 
paralysis of the augmentory fibers a large dose of 
ergotoxin was necessary. Intravenous injections of 
o.1 c.cm. of a 1:1,000 solution of pilocarpin pro- 
duced an effect exactly similar to that produced by 
adrenalin. The effect of pilocarpin, while unaffected 
by a previous injection of ergotoxin, was completely 
cancelled by a previous injection of atropin. How- 
ever, the latter had no effect on the action of adren- 
alin. Section of the hypogastric nerves produced no 
alteration in the response of the uterus to these 
drugs. 

The action of several alkaloids of cinchona were 
investigated. One milligram of quinine hydrochlor- 
ide caused a transient rise in the tone of the uterus 
with a rapid return to normal, while doses of to mgm. 
produced a well-marked increase in the tone with 
increased frequency of contractions followed by a 
return to normal in five minutes. 

The hormonal control of the uterus was demon- 
strated by the use of non-pregnant rabbits showing 
inactivity of the uterus. When these animals were 
given from 50 to too mouse units of progynon 
intravenously, a return to marked uterine activity 
took place within twenty-four hours in all. In several 
of them in which fistula had been prepared and 
oéphorectomy was done, infrequent prolonged con- 
tractions occurring with great regularity and with 
fairly constant amplitude were noted. (Estrin in 
doses of 100 mouse units injected into these animals 
produced records indistinguishable from those ob- 
- tained in the cases of intact animals with active 
uteri. This effect began to be apparent in four hours, 
reached its maximum in ten hours, and began to de- 
cline again in forty-eight hours. 


Animals showing a marked degree of uterine ac- 
tivity are in a state of heat, a condition in which 
the concentration of cestrin in the blood is increased. 

Within from sixteen to thirty hours after coitus 
the uterus becomes completely quiescent. It then 
remains in this state for sixteen days. The structure 
in the ovary responsible for uterine quiescence is 
probably the corpus luteum. 

When extract of the anterior lobe of the pituitary 
gland was injected into animals with intact ovaries 
and poor uterine activity the uterine activity be- 
came that which is characteristic of oestrus within 
forty-eight hours and the activity thus induced per- 
sisted for many days. It is significant that whereas 
cestrin induced activity within ten hours, extract o/ 
the anterior lobe of the pituitary gland did not in 
duce activity in less than forty-eight hours. Ex. 
tract of the anterior lobe of the pituitary gland in. 
jected into oéphorectomized animals failed to affeci 
the activity of the uterus. Any effect on the uterus 
produced by the anterior lobe of the pituitary gland 
must be produced through the ovaries. The author 
suggests that the extract induces ripening of the 
follicles, thus increasing the production of cestrin. 

RoLanp S. Cron, M.D. 


Watkins, R. E.: The Surgical Treatment of Cysto- 
cele and Prolapse of the Uterus, with an 
Analysis of 113 Cases. Surg. Clin. North Am., 
1933, Xiii, 1501. 


The author contends that prolapse of the uterus, 
bladder, and rectum occurs because of an opening 
(hernial in character) in the pelvic diaphragm, 
through which the organs descend. Elongation of 
the uterine ligaments and dilatation of the vaginal 
canal develop secondarily. 

The descending uterus carries with it the bladder 
and cul-de-sac. Cystocele always accompanies pro- 
lapse, and the correction of the cystocele is a major 
part of the operative procedure. 

To cure the hernia, the opening must be closed by 
vaginal operation. Failure must invariably follow 
attempts to suspend the uterus by suture or its 
fixation to the abdominal wall, hysterectomy, or 
shortening of the ligaments. In improperly selected 
cases, even extensive plastic operations on the vagina 
and the pelvic outlet are followed by failure. 

The 3 degrees of prolapse require different types of 
operation. Moreover, the type of procedure must be 
based upon whether the woman is in the child- 
bearing age or beyond. 

In the case of a woman in the child-bearing age 
who has a moderate degree of prolapse, the bladder 
is separated from the anterior vaginal wall in front 
of the uterus, the bladder fascia dissected out and 
sutured, the anterior vaginal wall sutured to the 
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cervix, and the perineum repaired, and in many 
cases the ligaments are shortened through the ab- 
dominal incision. 

In the cases of women beyond the menopause who 
have a uterus of normal size which does not protrude 
completely through the vagina, the interposition 
operation of T. J. Watkins is the operation of choice. 

In cases in which the uterus is small and the cervix 
protrudes completely into the vagina, the Mayo 
method, by which the uterus is removed and the 
ligaments are interposed between the bladder and 
vagina, has been found satisfactory. Perineorrhaphy 
is also called for in both of these groups of cases. 

Of 113 women whose cases are reviewed by the 
author, 41 had undergone surgical treatment pre- 
viously, and of these, 15 had had a previous repara- 
tive operation. In the case of 1, a complete vul- 
vectomy for carcinoma had been followed within a 
year by complete prolapse. 

Complete prolapse was present in 31 (27 per cent). 
It is this group to which special attention is directed. 
Two of the women had large enteroceles and many 
others had smaller enteroceles. Hypertrophy and 
elongation of the cervix were present in the majority. 

The interposition operation of Watkins was per- 
formed in 36 cases; the operation of Mayo in 31; 
advancement of the bladder with a plastic operation 
on the cervix and perineum in 18; and some other 
type of procedure in 28. 

There has been no mortality. Follow-up studies 
were made of 50 of the 113 patients. A complete 
cure was obtained in 34 cases and a satisfactory cure 
with minor defects and symptoms in 13. In 2, the 
operation was followed by a small recurrent cysto- 
cele, and in 3 (in all of which the Mayo operation 
was done), by an enterocele. In 3 (6 per cent)—in 
of which the interposition operation, and in 2 of 
which a vaginopexy, was performed—the result was 
a complete failure. 

The author emphasizes the necessity for careful 
closure of the cul-de-sac. After removal of the 
uterus he dissects out the herniated cul-de-sac, ties 
it off as high as possible, and then unites the utero- 
sacral ligaments according to the method of Ward. 

G. Paut LARogue, M.D. 


Arenas, N., and Emanuel, A.: Treatment of Chron- 
ic Cervicitis by Electrocoagulation. Results 
(Traitement des cervicites chroniques par 1'électro- 
coagulation; résultats). Rev. frang. de gynéc. et 
d’obst., 1933, XXviii, 865. 

In electrocoagulation the tissues are coagulated by 
the heat of high-frequency currents. This method 
differs from other heat and caustic methods in the 
fact that its action is exerted in the deep tissues and 
not on the surface. There is no destruction at the 
point of contact with the electrode. The latter re- 
mains cold and the elevation of temperature is pro- 
duced within the tissues by the passage of the cur- 
rent. Different effects are obtained, depending on 
the intensity of the current, the duration of its 
passage, and the form of the electrode used. 
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If the current is passed between 2 electrodes of 
different sizes the heated zone is a cone the base of 
which is the larger indifferent electrode and the 
apex of which is the smaller active electrode. This 
is called the unipolar method. If 2 small electrodes 
of the same size are used they both act as active 
electrodes. All of the part included between the 2 
electrodes is heated and the results are obtained 
more rapidly than with the unipolar method. This 
is called the bipolar method. 

Any diathermy apparatus may be used for the 
treatment. A very high power apparatus is not re- 
quired as the necessary coagulation can be obtained 
with a current of 300 ma. The types of electrodes 
used are described and shown in illustrations. 

The authors have treated over 300 patients by 
this method with uniformly good results. A dry 
whitish eschar forms as soon as the current is passed. 
After the tenth day the eschar begins to grow darker 
and by the twentieth day it has fallen off. The 
patient should be watched at this time as hemor- 
rhage is possible though not frequent. The authors 
have never observed hemorrhage when the bipolar 
method was used. After the eschar has fallen off, 
granulation tissue forms and epithelization takes 
place. Cure is complete by about the thirtieth day. 
The time required varies to a certain extent in 
different cases. Examination of biopsy specimens 
forty days after the treatment shows an epithelium 
completely normal in appearance. No scar tissue is 
formed, the tissues remain supple, and there is no 
interference with future pregnancy or delivery. 

Electrocoagulation is the treatment of choice in 
chronic cervicitis. It is contra-indicated in the 
acute stage and in the presence of any acute inflam- 
matory process in the pelvis. The technique is 
simple, particularly when the bipolar method is 
used. Since 1931 the authors have employed the 
bipolar method exclusively. No preliminary prepa- 
ration is necessary, the treatment can be given with- 
out anesthesia, and hospitalization is unnecessary. 
A single treatment is generally sufficient to destroy 
all of the diseased mucous membrane. No special 
care is required after the treatment. The patient 
should be warned that the discharge may become 
more copious and feetid for a while. She should be 
told to take a daily alkaline douche beginning 
twenty-four hours after the treatment and to return 
once a week for examination. In all of the cases 
reviewed rapid and permanent cure was obtained 
with no noteworthy complications. The discharge 
stopped and the cervix regained its normal rose color 
and elasticity. Auprey Goss Morcan, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Le Lorier, V., and Durante, G.: Diverticula and 
Septum Formations in the Fallopian Tubes 
(Diverticules et cloisonnements tubaires). Gyné- 
cologie, 1933, XXXii, 529. 

Congenital anomalies of the fallopian tubes are 
not rare. Accessory tubes have been described. 
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These are either closed at both ends—so-called blind 
accessory tubes—which sometimes form a hydro- 
parasalpinx and sometimes terminate in the cul-de- 
sac with one end and rejoin the main lumen at the 
other. 

Other anomalies are a supernumerary ostium and 
a lumen running independently from the main tube 
for a certain distance and then rejoining the normal 
tube. These anomalies have been described either 
as accessory tubes or tubal diverticula. ‘The authors 
report a histological study of such an anomaly. 

The first cross section showed a single and normal 
tube. The next section disclosed a diverticular 
dilatation originating from the cavity of the tube. 
This diverticulum expanded more and more and 
then produced a constriction which ended in the 
formation of a septum. Thus were formed two 
ducts separated by a thin layer of connective tissue. 
A section showed that the tube and diverticulum 
formed two lumina, each with a complete wall. 

Besides these congenital malformations there are 
also acquired duplications of the fallopian tubes. 
Under the influence of salpingitis a fringe of the 
tube attaches itself to the opposite wall. The in- 
flammation progresses slowly along the border of the 
diseased fringe, which finally forms a septum, thus 
dividing the lumen of the tube. When the inflam- 
mation persists, the fringe becomes thicker, its axis 
is invaded by vessels, and its stroma undergoes 
fibromuscular changes. The tube is thus divided 
into two lumina which are parallel like the barrels 
of a gun and separated by a wall each side of which 
is covered with tubal mucosa. 

The accessory tubes, the diverticula, and the in- 
flammatory septa in the tubes have an important 
pathological significance. They are frequently the 
cause of ectopic pregnancy. The aberrant tubes are 
sometimes the site of benign and malignant neo- 
plasms. 

In conclusion the authors call attention to the 
possible confusion in the diagnosis between endo- 
metrioma and accessory tubes or simple diverticula 
caused by chronic inflammatory disease. 

Isaac AnprussteR, M.D. 


Shaw, W.: The Pathology of Ovarian Tumors. 
J. Obst. & Gynec. Brit. Emp., 1933, xl, 1125. 


Of 300 ovarian tumors, 38 were chocolate cysts. 
These were all cysts containing chocolate-colored 
material within an epithelial lining. The author was 
careful to exclude cases of ovarian hematoma since 
old collections of this type are very difficult to dis- 
tinguish from chocolate cysts. Ovarian hematomata 
are of 2 types—follicular and corpus luteum hema- 
tomata. 

Whatever their cause, chocolate cysts are fre- 
quently found with various forms of heterotopic 
endometrial proliferations and their histological 
structure suggests a relationship to the latter. The 
author reviews the various theories relative to these 
formations. He states that Rokitansky was the 
first to describe adenomyoma of the uterus and von 
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Recklinghausen made a further contribution on 
tumors of this type in 1893. He cites Meyer's 
serosal theory to account for some of the cases of 
endometrial growths, and calls attention to the 
failure of Sampson’s work to explain all hetero. 
plasias. While it is extremely difficult to disprove 
Sampson’s theory, there are several strong objec- 
tions to it. Chief among these is the fact that the 
theory does not explain adenomyomata of the 
umbilicus and adenomyosis interna. The more recen 
theory of Halban, which has been accepted in pari 
by Sampson, explains all cases of adenomyosis anil 
chocolate cysts by lymphatic spread from the 
endometrium of the uterus. The author does no: 
accept this theory because in the examination of 
thousands of sections of adenomyomata and choco 
late cysts he has never seen endometrial tissue in 
lymphatic spaces. 

Shaw studied serial sections of all of the tumors in 
his cases. Grossly, the largest tumor was 4 in. in 
diameter. The usual diameter was 2 in. All of the 
tumors were unilocular, and almost all were densely 
bound down by adhesions so that they rupture: 
during their removal. Shaw emphasizes the fact 
that an epithelial lining was found fully develope: 
only in the older specimens and not in small cysts. 

In experimental work on rabbits in which the 
endometrial transplants to the peritoneum reporte:! 
by Jacobson were repeated the results were similar 
to those obtained by Jacobson. 

The author concludes that chocolate cysts of the 
ovary only rarely contain true endometrial tissuc 
in their lining membrane. Early forms do not have 
an epithelial lining, but pseudo-lutein cells are foun: 
in their walls. As the cyst develops, the epithelium 
becomes better marked. It may form papille ani 
it may invaginate itself into the cyst wall. Shaw 
prefers the serosal theory to the theory of Sampson 

Harry W. Fink, M.D. 


EXTERNAL GENITALIA 


Simon, H. E.: Colpectomy. J. Am. M. Ass., 1933, ¢i, 
1792. 

Colpectomy is a reparative or corrective operation 
involving complete anatomical and physiologica! 
loss of the vagina. 

Prolapse in the aged is its most frequent indication 
It may be subtotal, the uterus being left in place, or 
total, with removal of the uterus. 

Recurrences after the Watkins-Wertheim inter 
position operation for prolapse and cystocele ma\ 
sometimes be corrected best by hysterectomy ani! 
colpectomy. 

When vaginal hysterectomy is performed fo: 
prolapse, efficient reconstruction of the perineum 
may be impossible on account of marked atrophy 0: 
extensive destruction of tissues. If there is not 
sufficient contra-indication to vaginal obliteration, 
colpectomy as an adjunct is preferable to a perinea! 
reconstruction which will offer little prospect 0: 
permanent cure. 


GYNECOLOGY 


The subtotal colpectomy of Le Fort, in which the 
uterus is left in place, provides for drainage of the 
secretions from the uterus and cervix by the forma- 
tion of a transverse cavity beneath the cervix which 
communicates at each end with two lateral canals 
leading to the surface at the vaginal orifice. Such 
provision for permanent drainage is essential in 
all cases in which the uterus is left in place. 

When the uterus is removed, provision for drain- 
age is not necessary and the entire vagina may be 
obliterated. In the original technique a vertical 
midline incision was made through the vaginal 
mucosa from just beneath the urethral meatus, 
extending over the vaginal dome and down the 
posterior wall to the mid-fourchette. The vaginal 
mucosa was completely removed laterally and the 
cavity obliterated by suturing together the anterior 
and posterior walls. A small rubber tube or bundle 
of silkworm sutures provided drainage from the 
upper portion of the cavity to the surface. 

The objection to this operation is that it did not 
include reconstruction of the perineum which is 
essential for maximum support. The lateral fascie 
and the remnants of uterine ligatures were not uti- 
lized to support the bladder, the latter therefore 
being permitted to sag against the rectum. 

The author performs a modified total colpectomy. 
Under sacral anesthesia a vertical incision is made 
through the vaginal mucosa from just beneath the 
urethral meatus and extended well above the cysto- 
cele. The vaginal mucosa is elevated well laterally 
and two or three sutures are deeply placed to bring 
the lateral tissue across beneath the urethra and 
lower part of the bladder. 

The posterior vaginal mucosa is elevated and the 
levator muscles and adjacent tissues are exposed and 
sutured together as in the usual perineorrhaphy. 

The remaining vaginal mucosa is then removed 
down to the mucocutaneous junction. In the pres- 
ence of marked cystocele the ureters will drop well 
downward and backward, but will not be easily in- 
jured if their altered position is borne in mind. Open- 
ing of the cul-de-sac, which may occur at this time, 
is without danger. Bleeding is accurately controlled 
by ligatures and hot packs. 

The cavity is obliterated from above downward 
by a series of sutures of doubled heavy chromic cat- 
gut. The sutures are placed deeply in lateral struc- 
tures and include only a very superficial bite in the 
anterior and posterior walls as they are passed across 
them. In the placing of the upper sutures care is 
taken to avoid the ureters. When these sutures are 
tied, the lateral walls are approximated. Drainage 
is provided by a small tube or a bundle of silkworm 
sutures extending well up into the top of the cavity, 
which is left in place for eight or ten days. 

After the vaginal cavity is obliterated down to 
the mucocutaneous junction, the mucocutaneous 
edges are accurately approximated. The drain is 
brought out posteriorly or in the midportion. A 
retention catheter may be left in the bladder for 
ten days. Cuartes F. DuBors, M.D. 
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Kosakoe, J., Ohga, T., and Okamoto, S.: Investiga- 
tions Concerning the Excretion of the Ovarian 
Follicular Hormone in the Urine of the Human 
Female. I. Determination of the Hormone 
Content of the Urine of Normal Adult Women 
and Women with Uterine Hypoplasia. II. De- 
termination of the Hormone Content of the 
Urine of Women with Uterine Cancer. Jap. J. 
Obst. & Gynec., 1933, xvi, 282, 299. 


The authors made quantitative determinations of 
the ovarian follicular hormone excreted during the 
menstrual cycles of five normal women and nine 
women with uterine hypoplasia. The estimates were 
made first by Zondek’s method (ether extraction, 
saponification), but as the results obtained by this 
technique were less satisfactory than those obtained 
by a combined ether-benzol extraction method, the 
latter method was used exclusively in later investi- 
gations. 

The results of the investigations show that the 
amount of hormone excreted during the menstrual 
cycle is subject to variation. The smallest amount is 
excreted during menstruation and the next days 
following. The excretion rate then increases gradually 
to reach a maximum directly before the next men- 
strual period. There is also a distinct, though not as 
great nor as uniform a rise at the time of ovulation. 
The smallest amount of hormone detected was 24 
mouse units (during menstruation). The maximal 
amount, 403 mouse units, was detected just prior to 
menstruation. Hormones administered by injection 
at various times during the menstrual cycle are ex- 
creted quite promptly at a rate which depends upon 
the phase of the cycle and the amount of hormone 
injected. There was no important difference in the 
rate of hormone excretion between normal women 
and women with uterine hypoplasia. The authors 
draw the following conclusions: 

1. Menstruation occurs normally when the 
amount of hormone in the organism has been re- 
duced by excretion to a certain minimal level. 

2. The corpus luteum apparently excretes large 
amounts of follicular hormone, a fact which must not 
be overlooked in hormone therapy. 

3. Hypoplasia of the uterus of Grade 1 is due, not 
to a deficient production of follicular hormone by 
the ovary, but to defective response of the uterus to 
the hormones produced. 

4. The dosage for ovarian hormone in replace- 
ment therapy must be regulated according to the 
phase of the cycle. It is necessary to give from too 
to 400 mouse units daily with an average dose of 
200 mouse units. 

Ten women suffering from uterine carcinoma were 
studied from the standpoint of the excretion of 
ovarian follicular hormone in the urine. In three 
cases the determinations were made according to 
the Zondek method, and in seven by the combined 
ether-benzol technique. The Allen-Doisy test for 
the ovarian follicular hormone was positive in the 
urine of all women with carcinoma, even those who 
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had passed the menopause. Women with carcinoma 
show a very irregular rate of hormone excretion, the 
amount at times being exceptionally great and at 
other times almost minimal. The total amount ex- 
creted in general does not exceed that excreted by 
normal adult women. Following extirpation of the 
uterus the amount of follicular hormone excreted 
tends to increase. Whether or not this is due to 
removal of the end-organ for the follicular hormone 
is not certain. When hormone is administered to such 
women its excretion is very slow or scarcely notice- 
able, even when one or both ovaries have been 
removed. 

As a result of these studies, further problems for 
research have suggested themselves, for example, 
whether the excretion of the follicular hormone is 
determined by the carcinoma itself or is dependent 
upon the age of the patient. It is important to de- 
termine also the nature and the source of the hor- 
mone responsible for the positive Allen-Doisy test. 
The authors believe that there is evidence to support 
the necro-hormone theory of the origin of the hor- 
mone found in the urine of women with carcinoma. 

Harotp C. Mack, M.D. 


Whitehouse, B: Some Aspects of the Menopause. 
Canadian M. Ass. J., 1933, Xxix, 585. 


The general metabolic processes in the female 
appear to coincide with the cyclic rhythm of the sex 
function. This is shown by variation in the bodily 
temperature, the calcium and iodine content of the 
blood, the basal metabolism, and the increase in the 
ammonia coefficient during the premenstrual phase. 

It has been shown that a curve representing the 
basal metabolism automatically divides itself into 
four phases corresponding closely to the various 
stages of endometrial growth. During the pre- 
menstrual stage, the metabolic rate gradually in- 
creases, reaching a maximum four or five days before 
the onset of menstruation. Two or three days be- 
fore the discharge appears, it falls suddenly to a 
minimum value. It then gradually rises until it is 
above normal. This phase is associated with the 
onset of the menstrual abortion. During menstrua- 
tion, the rate is higher than normal and is constant, 
varying less than 4 per cent. At the end of men- 
struation, it falls suddenly to 8 per cent below 
normal. 

These phases are so well defined and so constant 


that it is possible to determine the phase in which. 


the uterine endometrium will be found from a study 
of the metabolic rate curve. 

If an artificial menstrual period is initiated by the 
destruction of a mature graafian follicle or a develop- 
ing corpus luteum, there is a disturbance of the 
basal metabolic rate which is typical of that de- 
scribed as normal for the natural function. Also, at 
the time in the cycle when menstruation would nor- 
mally have occurred if no surgical interference had 
taken place, a second typical menstrual rise and fall 
occur, although as a rule they are unaccompanied 
by uterine hemorrhage. A secondary curve is thus 
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superimposed upon the normal cycle of the in- 
dividual. 

At the menopause, ovulation is commonly fre- 
quent, irregular, and patchy, this being reflected by 
marked variations in the metabolic rate. After 
double odphorectomy the subsequent metabolic 
curve continues for a time to show the usual men- 
strual disturbance although the variations are less 
obvious because the metabolic rate throughout the 
cycle is continually high. 

The observations of Roberts show that the 
metabolic changes are not due to anabolic and 
katabolic phases in the endometrium or indeed in 
ovarian function, as they continue when all ovarian 
and uterine tissue is absent. 

They prove also that the cyclical rhythm is still 
being maintained at and after the menopause in the 
absence of a hemorrhagic uterine discharge which 
signifies the acme of sexual activity. 

The author next considers the possibility of 
correlating these observations and experimental 
facts with the clinical data commonly associate: 
with the menopause, natural as well as artificial. 

Why does one woman escape whereas another 
suffers to such a degree that even a mental break- 
down is possible? This question leads the author to 
conclude that more than one factor is involved ani 
suggests that the decisive factor in the production 
of the clinical picture of the menopause is a break- 
down in correlation between the two great essentials 
of the menstrual function, which are designated by 
him as “A” and “B”—the “ovulatory” factor 
and the “corstrual”’ factor. 

As the menopause approaches, the discharge of 
ova from the ovary becomes irregular. Some cells 
fail to mature and others take longer to mature than 
the usual fourteen days. In some cases an ovum 
ripens only at intervals of months, and in a few in 
stances a belated reproductive cell may not mature 
and rupture until two or three years after apparent 
cessation of the menses. 

This delayed or late ovulation will explain some 
of the post-menopausal hemorrhages which, while 
in themselves quite harmless, necessitate a diagnostic 
curettage because of the possibility that the bleed- 
ing may be due to carcinoma of the uterine body. 

A temporary increase in fertility commonly takes 
place at or about the age of cessation of the repro- 
ductive function, so that some women have their 
only pregnancy at this time. This may be due to a 
process of speeding up in the maturation of the 
follicles or what might be described as a temporary 
“mass production” of reproductive cells. 

The author emphasizes that the normal “cvs- 
trual” disturbance takes place just the same after 
an artificial “period” produced by the excision of « 
mature follicle or corpus luteum, and that this dis 
turbance continues for a time in the absence of fres!: 
ovulation. These facts, in his opinion, provide the 
key to the clinical picture of the menopause. 

In the majority of women there is a definite 
rhythm in the severity of the flushings of the meno- 
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pause if the menstrual rhythm had previously been 
regular. If dates are recorded, it is found that the 
flushings reach their maximum at regular monthly 
dates which correspond to the menstrual period and 
to the fall in the basal metabolic rate associated with 
this epoch. 

w This is true also of other vasomotor symptoms 
such as headache and hemorrhages from various 
organs. Other records show similar regular meno- 
pausal bleeding from the nose, rectum, and stomach, 
and in one instance from the bladder. As the ob- 
servations were extended, it was found that the 
hemorrhages from the mucous surfaces gradually 
and spontaneously ceased. 

The author emphasizes also that when hemor- 
rhage occurs during the menopause, either from the 
uterus or any other organ, it always, if severe enough, 
relieves the subjective symptoms. Flushings, head- 
aches, and vertigo are relieved immediately. This 
is the reason why a woman who has occasional 
uterine bleeding from late ovulation during the 
menopause is rarely so troubled with vasomotor 
symptoms as a woman who ceases absolutely to 
menstruate at a given age. 

It is believed that the vasomotor symptoms gen- 
erally associated with the menopause are intimately 
related to a temporary excessive concentration of 
the sex hormone in the tissues. In other words, the 
persistence of the cestrual factor after the cessation 
of ovulation accounts for the flushings, headaches, 
and vicarious haemorrhages which often render life 
miserable at this epoch. The rhythm of the vaso- 
motor disturbances, their relief by occasional hamor- 
rhages, and the occurrence of similar manifestations 
during the amenorrhoea of pregnancy and that fol- 
lowing double oéphorectomy all support this theory. 

Further experimental evidence is available in the 
presence of the anterior pituitary-like hormone in 
the urine during the acme of these symptoms. 
Additional proof is offered by the results of the 
administration of cestrin at the menopause. 

There is a feeling that the virtue of many of these 
hormonic so-called cures for the menopause lies in 
the cestrual uterine hemorrhages that they may pro- 
duce, and their clinical application appears to be 
rather homceopathic. 

The work of Hannan suggests that the flushings 
are the result of increased tonus of the sympathetic 
nervous system brought about by unbalanced action 
of the suprarenal glands. 

Hannan found that the intravenous injection of 
10 minims of a 1:1,000 solution of adrenalin chlo- 
ride always gives rise to an immediate attack of 
flushing in women suffering from these disturbances. 
Thyroid sensitizes the body cells to the action of 
adrenalin. Therefore, it should not be given to 
women at the menopause if these conclusions are 
correct. Hannan attributes the unbalanced action 
of the suprarenals to withdrawal of the restraining 
influence of an ovarian hormone, but the author 
believes that a hypothesis of constant antagonism 
between the ovary and the adrenals is unnecessary. 
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He is of the opinion that either the suprarenals or 
possibly the sympathetic system itself is stimulated 
by accumulated sex hormone unrelieved by natural 
menstrual hemorrhage, or that the suprarenal is 
the source of the sex hormone. 

He is inclined to think that many of the prepara- 
tions on the market at present, if effective at all, are 
double-barrelled weapons. ‘The cestrin they contain 
may succeed in producing uterine hemorrhage. If 
so, the vasomotor symptoms may be temporarily 
relieved. On the other hand, cestrin may act like 
adrenalin, as in certain of his cases, by exaggerating 
the flushings and heats or producing vicarious 


- hemorrhages from other mucous surfaces. 


Therefore he has recently adopted the very con- 
verse of drug treatment at the menopause, reverting 
to the old practice of blood-letting in cases in which 
intense flushing, and especially headache, have 
called for active treatment. The results have con- 
firmed his opinion regarding the cause of the clinical 
symptoms. 

The author’s practice consists in removing 20 
c.cm. of blood daily for two or three days until the 
symptoms are relieved. 

Whitehouse has noted that women who experience 
flushes in spite of the fact that they are menstruat- 
ing usually have several hemorrhages. These ex- 
treme losses he believes are due to excess of circulat- 
ing sex hormone, the flushes being an index of that 
excess. The urine contains a large amount of hor- 
mone in such cases. 

On the other hand, women who gravitate into a 
state of sexual old age without vasomotor symptoms 
are the fortunate few in whom a decrease in the 
production of sex hormone synchronizes with the 
termination of ovulation. It will be found that such 
women are normally very unresponsive to sympa- 
thetic stimulation. They are placid in temperament 
and unaffected by various nervous impulses. 

If it is true that the syndrome of the menopause 
results from an unbalanced excess and action of the 
sex hormone, then it is obvious that rational therapy 
must be based, not upon the administration of more 
of this substance, but rather upon the exhibition of 
an antidote. 

An antidote to cestrin is insulin, and insulin has 
been used in the treatment of uterine hemorrhage 
of hormonic origin. Vogt records that in fifty 
women treated by injections of insulin the results 
were so constant that if the bleeding is not controlled 
he does not hesitate to attribute it to uterine rather 
than ovarian causes. Because of the antagonism of 
cestrin and adrenalin, it appears possible that insulin 
might prove a useful addition to the therapeutic 
armamentarium at the menopause. In cases of 
severe menopausal headaches and flushings in which 
the author has used it the results have been such as 
to justify its use in a larger series of cases. 

With regard to the artificial menopause, reference 
is made to the investigations of Wilson on the imme- 
diate after-results of several hundred hysterectomies. 
The following conclusions were drawn: 
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1. Conservation of the ovaries after hysterectomy 
by no means always relieves the symptoms of the 
artificial menopause. 

2. Vasomotor symptoms are frequently less 
marked in cases in which the ovaries are removed 
with the uterus than in cases in which ovarian tissue 

‘is conserved. 


3. Inthe cases of young women, double odphorec. 
tomy and hysterectomy are frequently not followed 
by marked menopausal symptoms, and the nearer 
the time of operation to the natural age of 
the menopause, the more marked are the vaso- 
motor and nervous manifestations. 

Antuony F. Sava, M.D. 


CORRESPONDENCE 


TOTAL VERSUS SUBTOTAL HYSTERECTOMY 


To the Editor: In this year’s first number of 
SURGERY, GYNECOLOGY AND OBSTETRICS (p. 1 of 
INTERNATIONAL ABSTRACT OF SuRGERY) Doctors 
Gardner and Finola publish a valuable review (with 
bibliography) of recent literature on malignant 
tumours of the uterus. The question of cancer of 
the cervical stump is briefly dealt with and begins 
with the statement, “Any comment on cancer 
appearing in a cervical stump calls forth a violent 
protest from the advocates of routine (total) hys- 
terectomy; they contend that such cancers are 
avoidable.” 

As a gynecologist who has always, since the end 
of last century, performed the total operation and 
not once the subtotal, I would like to comment on 
this part of the review. 

That cancer of the stump is avoidable by total 
hysterectomy requires no protest, violent or other: 
it is a self-evident fact. If the cervix has been 
completely removed the patient cannot get cancer 
in it. 

The authors refer to my paper ‘“Total Abdom- 
inal Hysterectomy for Myoma” (Brit. M. J., 1932, 
i, 1157) to which, as a serious contribution to an 
important subject, I would refer readers, since the 
above review, no doubt for want of space, does not 
deal with the questions involved as fully as my 
paper. Then the authors say, “Spencer makes the 
astonishing assertion that cancer of the stump is 100 
times more likely to develop in a cervical stump than 
ina cervix to which the corpus is still attached.”” My 


statement (/oc. cit.) is based on the results of enquiry 
by two advocates of the subtotal operation (Peham 
and Amreich) who found that it occurred 27 times 
more frequently in the stump of the amputated 
uterus. They had observed 8 cases amongst 1,253 
amputations. My reason for the statement that it 
occurred more than too times more frequently was 
based on the frequency with which cancer of the 
stump is met with, which I gave evidence to show 
is at least 3 per cent. Dr. V. Graff of lowa met with 
it in 7.9 per cent of cases of cervical cancer seen; 
Dr. G. G. Ward of the Woman’s Hospital, New 
York, in 7.2 per cent of the cases seen; Gosset and 
Wallon (Gynécologie, 1932, p. 150) in 4.6 per cent. 
The average of these 3 observers gives a per- 
centage for cancer of the stump of 6.5 of all the cases 
of cancer of the cervix seen, or more than twice the 
figure used in making my computation. Doctors 
Gardner and Finola are astonished at my statement: 
I, like Clive before his judges, ‘‘stand astonished at 
my moderation.” 

Whatever be the increased frequency of cancer 
after amputation, there is other evidence than that 
of Peham-Amreich of amputation as a cause; e.g., 
of Labhardt’s 3 cases of cancer of the stump, 2 
occurred in virgins, in whom cancer of the cervix is 
extremely rare. May I appeal to my American col 
leagues to save their patients from this avoidable 
disease by performing total hysterectomy, pref- 
erably by Doyen’s method. 

HERBERT R. SpENcER, M.D. 


London, England. 


OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Romaniello, G.: The Relation of Vitamins to 
Mammary Function and the Intra-Uterine 
and Extra-Uterine Development of the Fetus 
(Le vitamine in rapporto alla funzione mammaria 
ed allo sviluppo intra- ed extra-uterino del feto). 
Arch. di ostet. e ginec., 1933, xl, 535. 


The author reviews the literature on the relation 
of vitamin deficiency to fertility, pregnancy, and 
olispring and then reports his observations on the 
ellect of large doses of the combined vitamins on 
pregnancy, lactation, and the newborn. His ob- 
servations were made in the following experiment: 

Kight groups of two pregnant women each were 
selected. The patients in each group were matched 
as closely as possible with regard to the stage of 
their pregnancy, their health, and other factors so 
that one of them could be used as a control. The 
vitamin preparation of Lorenzini, a globule con- 
taining all of the vitamins in a certain desired pro- 
portion (not specified) was employed. To one 
patient in each group 1 globule was given twice a 
day for from fifteen to twenty days prior to delivery. 
To the other no additional vitamin was adminis- 
tered. All of the women were ambulatory and on a 
general unrestricted diet. Comparisons were made 
of the health of the mothers, the quality of the milk 


as ascertained by repeated analyses, and the, 


height, weight, and principal measurements of the 
babies. 5 

The so-called hypervitaminized group of women 
were in better health clinically than the controls, 
began lactation earlier (second and third days after 
delivery), and had more abundant milk and a 
more plentiful supply of the principal milk elements. 
The babies of these women had an average birth 
weight (220 gm.) above that of the controls and 
above that of previous babies born of the same 
woman, a lower initial weight loss with a more rapid 
return to the birth weight, and greater bone density, 
narrower sutures, and smaller fontanelles than the 
controls. However, they showed no appreciable 
difference in height. 

The author believes that this greater fetal develop- 
ment has an important clinical application in the 
borderline cases of dystocia due to contracted 
pelvis. C. Frnora, M.D. 


Kretschmer, H. L., Heaney, N. S., and Ockuly, E. 
A.: Dilatation of the Kidney Pelvis and Ureter 
During Pregnancy and the Puerperium: A 
Pyelographic Study in Normal Women. J. Am. 
M. Ass., 1933, Ci, 2025. 


Of fifty-nine women with a normal history and 
normal findings in the genito-urinary tract, dilata- 
tion of the ureters and kidney pelves occurred during 


pregnancy or the puerperium in all. The dilatation 
was almost always above the pelvic brim and in- 
creased progressively with the development of the 
pregnancy. Lateral displacement of the ureters also 
increased as the pregnancy advanced. 

In spite of the dilatation and displacement, 
pyelitis did not develop in any case. No relationship 
between the presentation and position of the fetus 
and the ureteral changes could be determined. 

M. Britt, M.D. 


Kellogg, F. S.: Placenta Przevia. 
Med., 1933, CCix, 1201. 


New England J. 


On the basis of a study of 437 consecutive cases of 
placenta previa at the Boston Lying-In Hospital 
in the period from 1895 to 1933, Kellogg lays down 
the following rules: 

1. Do not divulse the cervix to any degree. 

2. Donot temporize with a bleeding case at home. 

3. Do not examine a bleeding patient vaginally 
unless prepared to deliver immediately. 

4. Do not examine rectally. 

5. Do pack the cervix or vagina before the 
patient is hospitalized. 

Accouchement forcé has no place in the treatment 
of placenta previa of any type. Its mortality in the 
period from 1895 to 1915 was 19 per cent. Ex- 
tremely conservative delivery from below by Brax- 
ton-Hicks version and the use of the Voorhees bag 
as practiced during the period from 1915 to 1925 
also had a high mortality—8.25 per cent in the 
total number of cases and 23 per cent in the cases 
of complete placenta previa, with a fetal mortality 
of 27 per cent. In 62 of 134 cases of delivery by 
cesarean section in the period from 1925 to 1933 
there was a mortality of 8 per cent, and in 72 cases 
with delivery from below, a mortality of 6.8 per 
cent. This shows that the combined method of 
treatment is best. 

On the basis of the mortality the author concludes 
that asa rule cesarean section is better than delivery 
by vagina when the baby is not in good condition, 
and that delivery from below gives excellent results 
if the cervix is carefully protected from laceration 
by force. When there is danger that the extraction 
of the baby may result in a lower segment rupture, 
craniotomy is preferable. 

In a case of uterine rupture in an exsanguinated 
patient it is safer to sacrifice the ovaries along with 
the uterus and stop the blood supply at the in- 
fundibulo pelvic ligament where it can be controlled 
most easily. In the cases of moribund patients a 
Braxton-Hicks version should be done, the breech 
held in position until normal delivery occurs, and 
a transfusion given simultaneously. Hysterectomy 
can be done later if oozing continues. In cases of 
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marginal placenta praevia, delivery from below is 
the procedure of choice unless it is contra-indicated 
by the condition of the child. 

Harotp M. Britt, M.D. 


Klaften, E.: Hyperventilation Tetasiy During Ges- 
tation and a Contribution on Recurrent 
Tetany of Pregnancy (Die Hyperventilations- 
tetanie im Gestationszustande. Zugleich ein Bei- 
trag zur rezidivierenden Schwangerschaftstetanie). 
Zentralbl. f. Gynaek., 1933, p. 2178. 


During pregnancy there is undoubtedly often a 
neuromuscular hyperexcitability which must be 
regarded as a physiological phenomenon of preg- 
nancy. This pregnancy reaction may increase up to 
a subtetanic or tetanoid form. The phenomenon of 
Chvostek does not always run parallel with the 
galvanic hyperexcitability. Particularly in the pre- 
eclamptic stage of toxemia, the neuromuscular 
excitability is not infrequently diminished. 

The author undertook hyperventilation experi- 
ments especially in cases in which the mechanical as 
well as the galvanic excitability was excessively 
elevated. In previous work he had demonstrated a 
close relationship between convulsions and hyper- 
ventilation. The true hyperventilation eclampsia 
develops on the basis of a generalized neuromuscular 
hyperexcitability and represents a spasmophilic 
form of hyperexcitability eclampsia. At the end of 
pregnancy it was possible to demonstrate a condi- 
tion of tetany with paresthesia and stiffness of the 
face muscles after from five to ten minutes of con- 
tinuous deep breathing. 

It is evident, therefore, that hyperventilation 
tetany may develop during pfegnancy as the result 
of spontaneous hyperventilation. Cases of this kind 
have ofien been observed by the author. They may 
be explained genetically by determinations of the 
alveolar carbon-dioxide pressure and the demonstra- 
tion of a diminution of this pressure. 

The tetany of pregnancy may come under observa- 
tion during various phases of the same pregnancy, as 
the author demonstrated in one case. In another 
case cited a recurrent tetany of pregnancy followed 
repeated thyroidectomy with partial reduction of 
the parathyroid substance. The tetany recurred in 
several pregnancies, especially at the beginning of 
labor and during the period of expulsion. Once, 
puerperal eclampsia with biting of the tongue and 
unconsciousness occurred. In this instance there 
was a combination of tetany eclampsia with hyper- 
ventilation tetany. A case of typical hyperventila- 
tion tetany was under the author’s observation for 
many years. 

The author reports a total of five cases in which 
attacks of tetany developed as the result of increased 
neuromuscular hyperexcitability. He concludes 
therefrom that latent tetany may be present in 
normal pregnancy and may be rendered manifest 
by any mild stimulation (cold, hyperventilation). 
Therefore, prophylactic treatment by the adminis- 
tration of calcium preparations should be given, and 
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it isimportant to combat the labor pains to prevent 
excessive deep breathing. KEssLEr (G). 


Peckham, C. H.: Fetal Mortality in the Toxzemias 
of Pregnancy. J. Am. M. Ass., 1933, Ci, 1608. 


In the study herewith reported the attempt was 
made to determine whether the increased risk to 
the mother attendant on temporizing in the treat- 
ment of toxemias of pregnancy is counterbalanced 
by a more favorable prognosis for the child. The 
mortality of viable infants and the total mortality 
which includes the mortality in cases of pregnancy 
terminating spontaneously or terminated artificially 
before the infant was viable, are recorded. 

In cases of toxemic vomiting the prognosis for 
the child was good provided the pregnancy pro- 
gressed to the period of viability. However, the 
pregnancy terminated in abortion, usually spon- 
taneous, in about half of the cases and the tot:l 
mortality was 53.85 per cent. In cases of eclampsi: 
the fetal mortality was 48 per cent. 

In the remaining cases the toxemia was analyze: 
from various clinical standpoints and correlated 
with the fetal mortality. The mortality was higher 
in the cases of negro children than in those of white 
children. The risk to the child increased with the 
age and parity of the mother. There was a definite 
correlation between the mortality and a rising blood 
pressure, increasing albuminuria, the presence of 
casts in the urine, and the amount of oedema. In the 
cases of women with a marked deviation from the 
normal in the chemical character of the blood the 
outlook for the child was poor. 

The later in the pregnancy the toxemia develope: 


‘the better was the prognosis for the child. Con- 


versely, in cases in which the toxemia develope: 
before the child was viable the chances of survival 
of the child were very poor. The author believes 
that in the great majority of such cases the con- 
dition is of nephritic origin. The risk to the fetus 
increases also with the length of time elapsing be. 
tween the onset of the toxemia and delivery. 

The fetal mortality was high in all types of 
toxemia of pregnancy. However, in cases of low 
reserve kidney, the prognosis for the child was not 
very unfavorable. On the other hand, in pre- 
eclampsia and chronic nephritis, including the mild- 
est types, the fetal mortality was over 25 per cent. 

The author concludes that in the milder cases o! 
toxemia the pregnancy may be carried until the 
child is definitely viable. When that period has 
been reached and the toxemia persists, it is prefer 
able for both woman and child to induce labor by 
conservative means. In severe toxamia, the outlook 
for the child is so poor that all efforts should be 
directed toward relief of the condition of the mother. 
The mortality of eclampsia is still so high and the 
later effects of nephritis are so severe that there is 
no justification for prolonging the pregnancy in 
cases of severe toxemia for the sake of a child whose 
chances of survival are relatively poor. 


Row anp M. Exstranp M.D. 
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Gibson, A. J.: Eclampsia. Med. J. Australia, 1933, 
ii, 843. 

The author states that the incidence of eclampsia 
in Australia is 0.61 per cent. According to the 
theory most widely accepted at present, the cause 
is a toxin elaborated by the placental chorionic 
epithelium. A symptom suggesting the possibility 
of the development of eclampsia is a blood pressure 
which is low in the early months of pregnancy, 
gradually rises in the later months to r40 mm. Hg 
or over, and is associated with oedema and albumin- 
uria. In Sydney, eclampsia is more frequent and 
has a higher mortality in the winter months. It 
is most common in women under twenty-one years 
old, but may occur at any age. Its mortality is 
low before the age of twenty-one years, and higher 
after the age of thirty. The liability to develop 
eclampsia is greater in twin pregnancies than in 
single pregnancies. The following 7 phenomena are 
signs of danger: coma, a pulse rate over 120 per 
minute, a temperature over 103 degrees F., a num- 
ber of fits greater than 10, a urine which becomes 
solid on boiling, the absence of oedema, and a 
systolic blood pressure of over 200 mm. Hg. 

The treatment must include: (1) control of the 
fits by sedatives, (2) elimination of the toxins, 
(3) and general nursing measures to maintain the 
patient’s strength. 

In ror cases reviewed the maternal mortality 
was 8.9 per cent and the fetal mortality 36 per cent. 

J. THoRNWELL M.D. 


LABOR AND ITS COMPLICATIONS 


Frey, E.: The Practical Importance of Counting 
the Labor Pains in the Management of Labor 
(Die praktische Bedeutung der Wehenzaehlung fuer 
die Geburtsleitung). Alin. Wehnschr., 1933, ii, 1133. 


While there are certain definite criteria for the 
continuation and termination of expectant obstetri- 
cal management in transverse presentations of the 
fetus, there are similar criteria for longitudinal pres- 
entations. Among the latter are the ‘perforation 
pelvis,” the pelvis which is an absolute indication for 
cesarean section, the syndrome of threatening rup- 
ture of the uterus, and cedema of the cervical os. 
Definite progress in obstetrical practice will be 
achieved not by increasing the frequency of ab- 
dominal cesarean section, but by meeting 2 de- 
mands, the first a fundamental prophylaxis which 
will bring the woman to labor with an aseptic birth 
canal containing only its own bacteria, and the 
second, the definite and timely recognition of cases 
in which spontaneous labor with the birth of a 
viable child will be impossible and cesarean section 
is justified. It is necessary to keep a record of the 
labor pains including a count of the pains. The 
obstetrician should know the significance of the 
maximum number of pains after rupture of the 
membranes in the stage of opening of the os and 
during the period of expulsion, and the maximum 
number of pains necessary for the mechanism of 
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expulsion in the presence of an abnormal relation- 
ship at the pelvic inlet after complete opening of the 
cervical os and rupture of the membranes. 

Labor must no longer be judged by the duration 
of time in hours, but functionally on the basis of 
the labor test after rupture of the membranes. The 
portion of labor occurring with intact membranes 
has no significance in the labor-pain count, for when 
the membranes are intact and the labor pains are 
regular there are no unfavorable sequela for the 
mother or child however frequent the pains. How- 
ever, after rupture of the membranes the number of 
labor pains is very significant both during the stage 
of opening of the os and in the period of expulsion. 

Figures based on 5,000 labors and the reports of 
other obstetricians show that in the cases of primip- 
are from 50 to 200 labor pains occur after rupture 
of the membranes in the stage of opening of the 
os and from 50 to 75 pains in the period of expulsion, 
whereas in the cases of multipara, from 50 to 175 
labor pains occur in the first period and from 25 
to 50 in the second. In both cases of normal pelvis 
and cases of narrow pelvis the periods of opening of 
the os and expulsion are completed with the maxi- 
mum number of labor pains when spontaneous de- 
livery is possible. The maximum number of pains 
during the period of opening of the os is required 
only when rupture of the membranes occurs pre- 
maturely. If rupture of the membranes occurs when 
the cervical os is as large as the palm of the hand, 
the minimum number of pains is suflicient. The 


lower limit of the maximum number of pains during 
the period of expulsion is also the number of pains 
with which the mechanism of passage through the 


pelvic inlet must be completed. If the period of 
opening or expulsion is not completed with the 
number mentioned, spontaneous labor will probably 
be impossible and ‘danger to the mother and child 
begins. These figures apply to every age and race. 
OvDENTHAL (G). 


McIlroy, Dame L., and Rodway, H. E.: The Allevia- 
tion of Pain in 560 Cases of Spontaneous 
Labor. J. Obst. & Gynec. Brit. Emp., 1933, xl, 1175. 


Five hundred and sixty primipare delivered 
spontaneously were given sedatives and anesthetics 
during labor and delivery. In the first stage, opoi- 
dine or morphine, with or without potassium brom- 
ide and chloral hydrate, was administered. During 
the second stage, the anesthetic yielding the most 
favorable results was undoubtedly a mixture of 
nitrous oxide and oxygen. During delivery in some 
cases the mixture was supplemented by chloroform 
or ether. 

It was found that a combination of potassium 
bromide and chloral hydrate in the first stage is a 
useful and safe sedative, especially in the cases of 
excitable and nervous women, and apparently does 
not lessen the uterine contractions. Vomiting was 
prevented by having the patient sip the drugs 
dissolved in at least 6 oz. of water with glucose or 
lemonade. 
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The authors believe that morphine is the most 
valuable of all sedatives. It rarely has an unfavor- 
able effect upon either the mother or the child. 
It is much safer than many of the toxic barbiturates 
now in use. Its effect is intensified and prolonged by 
giving it in a 50 per cent solution of magnesium 
sulphate. In many cases no change in the frequency 
or duration of uterine contractions was apparent. 
In some cases the intervals between the pains were 
prolonged, but the pains were increased in intensity. 
Opoidine in doses of % gr. was often found to be 
more effective than '4 gr. of morphine. 

Observations on the effect of morphine on the 
infant showed that spontaneous respiration took 
place no matter how late the drug was administered. 
In an investigation of the cause of delay in the 
establishment of respiration in the newborn, it was 
found that in 9 of 600 cases in which the birth of 
the infant was delayed morphine had been admin- 
istered to the mother within four hours of delivery. 
No difference was noted between the infants in 
these cases and the infants born in cases in which 
delivery was delayed by an unknown cause. Re- 
suscitation was effected by means of carbon dioxide 
and oxygen instead of by the old methods of arti- 
ficial respiration which have been abandoned be- 
cause they are regarded as dangerous. 

In the second stage of labor and during delivery 
nitrous oxide and oxygen gave the best results. 
The duration, strength, and frequency of the con- 
tractions increased in over 50 per cent of the cases. 
There were no cases of postpartum hemorrhage due 
to the administration of anesthetic drugs. 

Roanp S. Cron, M.D. 


Waegeli, C.: The Use of Oxytocic Drugs During the 
Period of Dilatation. Considerations of the 
Causes of the Onset of Labor (Les ocytociques 
dans la période de dilation. Réflexions sur les causes 
du déclenchement de l’accouchement). Rev. med. de 
la Suisse Rom., 1933, liii, 827. 

In summarizing the indications and contra-indi- 
cations for the use of oxytocic drugs during labor, 
the author discusses three commonly employed 
preparations, namely, quinine, pituitrin, and thymo- 
physin. 

Quinine, while among the oldest of ecbolic 
agents, is the least efficacious. It is effective only in 
small doses, whatever the method of administration, 
and serves merely to sensitize the uterine muscula- 
ture to other stimulants. Only when it is used in 
combination with other drugs (castor oil, pituitrin) 
can fairly consistent effects be obtained. 

Extract of the posterior lobe of the pituitary 
gland, when administered indiscriminately in large 
doses during the first stage of labor, is extremely 
dangerous and may result in uterine tetany, uterine 
rupture, or fetal asphyxia. When it is administered 
in repeated small doses (preferably from 0.1 to 0.3 
c.cm.) during the first stage in cases of primary or 
secondary inertia, effective contractions can be in- 
itiated without danger to mother or child, especially 
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if the uterus has been sensitized previously by the 
administration of quinine or the membranes have 
been ruptured. The course of labor can usually be 
expedited and instrumental intervention can often 
be avoided. However, strict attention to dosage 
and close observation of the patient are neces- 
sary. 

Temesvary’s thymophysin (a combination of ex- 
tract of the thymus and of the posterior lobe of the 
pituitary gland) is equally efficacious in cases of in- 
ertia and equally harmless to the mother and fetus, 
but the author cautions against the administration 
of doses greater than 0.5 c.cm. As there is danger 
of uterine tetany when normal contractions are 
augmented by oxytocic drugs, he does not agree wit}: 
Temesvary that this preparation is indicated even 
in normal cases to expedite labor. For the induction 
of labor, thymophysin is of no value; pituitrin in 
combination with castor oil and quinine gives the 
best results, although its success varies directly with 
the proximity of the pregnancy to full term. 

Oxytocic drugs are indicated during labor in cases 
of primary or secondary inertia, premature rupture 
of the membranes, rigidity of the soft parts of elder, 
primipare, breech presentations, eclampsia, and 
placenta previa, and for the induction of labor at, 
near, or after maturity. They are contra-indicated 
in cases of marked pelvic contraction, transverse 
presentation, abnormal position of the head, ab- 
normal development of the fetus and the birth canal, 
contraction ring, cardiorenal disease, and extreme 
— distention (twin pregnancy, polyhydram- 
nios). 

In speculating upon the cause of the onset of 
labor the author advances an hypothesis based upon 
the pituitary-ovarian hormone relationships during 
pregnancy. The follicular and corpus luteum hor. 
mones are antagonistic in their effect upon the 
uterine musculature, the former stimulating and 
sensitizing it and the latter keeping it at rest 
through its inhibitory effect upon the follicular 
hormone. During the greater part of pregnancy the 
amount of lutein hormone increases, while the 
amount of the follicular hormone diminishes. When 
pregnancy approaches term the balance is reversed 
and the uterus becomes more irritable and sensitive 
to the effect of extract of the posterior lobe of the 
pituitary gland. The change in the ovarian hormone 
balance is due directly to the change in the quantity 
of the hormones secreted by the anterior lobe of the 
pituitary gland. During the greater part of preg 
nancy the quantity of luteinizing hormone secreted 
by the anterior lobe of the pituitary gland is greater 
than the amount of follicle-stimulating hormone, 
but at the end of pregnancy there is a reversal of 
this relationship leading to atrophy of the corpus 
luteum, absence of progestin, and a preponderance 
of follicular hormone which increases the irritability 
of the uterus and makes it respond to the oxytoci: 
effect of the hormone of the posterior lobe. Accord- 
ing to the author’s hypothesis, this mechanism ex- 
plains also certain cases of spontaneous abortion 
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which can be prevented by the administration of 
adequate amounts of corpus luteum hormone. 
C. Mack, M.D. 


Bertin, E. J.: Separation of the Symphysis Pubis, 
with a Report of Five Cases. Am. J. Roentgenol., 
1933, XXX, 797. 

Separation of the symphysis pubis probably oc- 
curs more frequently than the older statistics in- 
dicate. The-cases may be divided into two general 
classes: (1) those in which the condition complicates 
childbirth, the larger group, and (2) those in which 
it is due to severe trauma. 

The articulation between the pubic bones is an 
amphi-arthrodial joint formed by the junction of 
the two articular surfaces of these bones. ‘The 
bones are held together by four strong ligaments, 
one on each surface. It is debatable whether or 
not slight motion exists in the joint normally. How- 
ever, it is generally accepted that during the preg- 
nancy there is a definite relaxation or softening of 
all of the pelvic ligaments which may permit a sepa- 
ration even before delivery. The cause of the separa- 
tion is no doubt the pressure effect of the advancing 
head on the pelvic ring, the latter giving at its 
weakest point. Frequently forceps are a factor. 


When the pubic bones separate, separation occurs 
at least in the anterior portion of one or both sacro- 
iliac joints. 

The clinical picture and diagnosis most often 
follow an unusually difficult labor, especially one 
in which high forceps were used. Following de- 
livery, the patient complains of pain in the pubic 


region and lower back which radiates down the 
thighs, and of difficulty in moving the legs even 
when she isin bed. When she gets up the pain is’ 
more severe and walking is very difficult. A definite 
separation and movement of the pubic bones may 
be felt with each step. The objective signs are 
usually characteristic. The gait is a peculiar waddle 
due to the instability of the pubic arch, and the 
malalignment of the hip joints to the body is fre- 
quently so typical that a diagnosis can be made 
from this alone. There is definite tenderness over 
the symphysis, and one or more fingers may be in- 
serted between the pubic bones. There may be 
tenderness over one or both sacro-iliac joints. Mo- 
tion may be demonstrated at the pubes by manipu- 
lation of the legs and thighs. The diagnosis may 
be made or confirmed by roentgen examination. 

The treatment is immobilization of the symphysis 
pubis by strapping, a belt, or plaster. 

Five cases are reported with their X-ray findings. 

J. THORNWELL WITHERSPOON, M.D. 


Goethals, T. R.: Breech Deliveries, with Reference 
to X-Ray Measurements of the Fetus and Ma- 
ternal Pelvis. Am. J. Obst. & Gynec., 1933, Xxvi, 
715. 

Stereoroentgenometry provides a method for 
antepartum measurement of the fetal cranium and 
the maternal conjugata vera. 
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In 62.8 per cent of eighty-seven breech presen- 
tations, presumably accurate measurements of the 
fetal head were obtained at the first attempt. In 
37.2 per cent of the cases, measurements were im- 
possible because of the movement of the fetus in 
the uterus. 

Control measurements of the infant’s head taken 
after delivery and within seven days of stereoroent- 
genometry indicated that the stereoroentgenometric 
measurements were accurate within 5 mm. in 100 
percent of the cases and accurate within 3 mm. in 
from 75 to 95 per cent. 

Stereoroentgenometric measurements of the con- 
jugata vera are difficult to control with any degree 
of mathematical accuracy. However, they were con- 
firmed in the two cases in the author’s clinic in which 
control measurements were possible at operation or 
autopsy. 

In the case of a primipara with a breech presenta- 
tion, stereoroentgenometry gave a confirmatory in- 
dication for cesarean section. 

Epwarp L. Cornett, M.D. 


Slemons, J. M.: Hemorrhage Following Cesarean 
Section. Am. J. Obst. & Gynec., 1933, Xxvi, 656. 


Of the common causes of postpartum hemorrhage 
—uterine atony, lacerations, and retained placental 
fragments—only atony is of importance after cx- 
sarean section. Imperfect suturing of the uterine 
incision increases the danger of hemorrhage and the 
danger is especially great when the incision passes 
through the placental site. 

The author reports two cases of postpartum hem- 
orrhage, one of which was fatal. In the fatal case 
the uterus was not removed. The hemorrhage ap- 
peared half an hour after the casarean section in the 
fatal case and five and a half hours after the opera- 
tion in the case in which hysterectomy was done. 
The pathological report in the latter case was as 
follows: 

“The central parts of both walls of the uterus 
appeared normal while the lateral portions presented 
a bluish, mottled appearance suggestive of that 
found in certain cases of premature separation.” 

Before delivery the patient presented symptoms 
of a toxemia of pregnancy. A classical cesarean 
section was done. 

The author recommends hysterectomy if the 
hemorrhage is not quickly controlled. 

Epwarp L. Cornett, M.D. 


NEWBORN 


Blackfan, K. D., and Yaglou, C. P.: The Premature 
Infant: A Study of the Effects of Atmospheric 
Conditions on Growth and on Development. 
Am. J. Dis. Child., 1933, xlvi, 1175. 


The authors carried out experiments in the care of 
prematurely born infants with automatically con- 
trolled humidity, temperature, and ventilation. 
These experiments covered the years from 1926 to 
1929 and were compared with the results obtained 
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in unconditioned rooms in the period from 1923 to 
1925. An attempt was made to keep the factors of 
medical care, feeding, and clothing as constant as 
possible in the two series. In the conditioned rooms 
the infants were kept in bassinets with proper cover- 
ing but not in incubators. The infants under ob- 
servation ranged in weight from 112 to 5 lb. 

The premature infants varied according to weight 
and age in their response to heat and cold, the 
smaller ones being less thermostabile and hence re- 
acting less favorably to change than the larger ones. 
In the lower weight groups the temperature was 
normally slightly lower and attempts to maintain a 
body temperature of 98.6 degrees F’. were not always 
advisable. A humidity of 65 per cent with a tem- 
perature range from 75 to 100 degrees F. was found 
to be most satisfactory for premature infants, but 
infants weighing over 5 lb. reacted rather poorly to 
these conditions. The lower humidity (30 per cent) 
necessitated a somewhat higher room temperature. 
Under the high humidity the initial loss of weight 
was less, the gain in length and weight was greater, 
gastro-intestinal symptoms were considerably less 
frequent and of much shorter duration and the 
temperature level was more constant. These 
phenomena were less favorable under the condi- 
tioned low humidity and least favorable in the un- 
conditioned rooms. The general net mortality from 
infection (excluding infants admitted with infec- 
tions) was 26.5 per cent in the unconditioned rooms, 
9.7 per cent in the conditioned room with the low 
humidity, and o in the conditioned room with the 
high humidity. 

As the series reported for the unconditioned rooms 
covered an earlier period when the medical treat- 
ment of premature infants was less advanced, some 
allowance should perhaps be made for the discrep- 
ancy, but the figures for the low and high humidity 
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conditions were obtained during the same years 
and are directly comparable. The authors came to 
the conclusion that a humidity of 65 per cent and 
a room temperature of from 75 to 100 degrees |’. 
are best for the premature infant. 

Henry S. ACKEN, Jr., M.D. 


MISCELLANEOUS 
Peralta Ramos, A., and Valentinuzi, M.: Prolifera- 
tion Inactivity and Hormonal Activity in Hy- 
datidiform Mole (La inactividad proliferativa y 
la actividad hormonal en la mola hydatiforme . 
Bol. Soc. de obst. y ginec. de Buenos Aires, 1933, xii, 
492. 


The authors report two cases of hydatidiform 
mole and the findings of a histological study of the 
specimen in one of them. They draw the following 
conclusions: 

1. The Aschheim-Zondek reaction was of diag- 
nostic and prognostic value. 

2. The absence of toxic symptoms, the constancy 
of the size of the uterine tumor, and the histologic: 
signs of regression pointed to chorionic hypovitality 
and proliferation inactivity. 

3. The positive hormonal reactions after the 
development of the mole had ceased may be at- 
tributed to: (a) continued slight activity of the 
chorionic epithelium, (b) storage of the hormone 
from a period of greater activity, and (c) the an- 
terior lobe of the hypophysis. Perhaps a small zone 
of proliferating epithelium may be sufficient to cause 
an intense reaction. 

4. These cases demonstrate that early and in- 
tense toxemia may be absent in hydatidiform mole, 
and that the tumor, although dead, may be re- 


-tained for a long period of time, during which the 


Aschheim-Zondek reaction remains strongly posi- 
tive. M. E. Morse, M.D. 


GENITO-URINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Braasch, W. F.: The Practical Application of Ex- 
cretory (Intravenous) Urography. J. Am. M. 
Ass., 1933, Ci, 1848. 

Since the introduction of excretory urography the 
procedure has been most often referred to by the 
term “intravenous urography,” which was adopted 
to distinguish it from “‘cystoscopic”’ or ‘‘retrograde”’ 
urography. By Europeans it has been referred to 
also as “descending” or “excretion” urography. 
“Excretory urography”’ would seem the more logical 
term as it is physiologically descriptive and, in view 
of recent and promised advances in oral administra- 
tion, would be quite acceptable. 

Excretory urography should be employed as a 
routine procedure in the diagnosis of abdominal 
lesions. It will prove of most value in revealing sta- 
sis in the renal pelvis or ureter and aiding in the in- 
terpretation of shadows in the upper urinary tract 
and in the estimation of renal function. 

It will prove of value also, though to a less extent, 
in the recognition of renal tumor, tuberculosis, and 
anomaly. It will always be an important aid to the 
urologist in conditions in which cystoscopy and 
ureteral catheterization are impossible or inadvisable. 
It should be of much help in determining the 
presence or absence of stricture of the ureter. It 
should be of great help also in determining the 
necessity for the surgical treatment of renal ptosis. 
The data which it gives should be complementary to 
other urological data. In only a limited field will 
they entirely replace the latter. 


Skarby, H. G.: Rupture of Hydronephrosis (Ueber 
Ruptur von Hydronephrose). Acta. chirurg. Scand., 
1933, Ixxiii, 361. 


The author reports a case of traumatically rup- 
tured hydronephrosis in a man fifty years of age. 
The patient died after having shown improvement 
for a week. Operation was not performed. 

Following a review of the various pathologico- 
anatomical theories regarding the condition and 
seventy cases reported in the literature, Skarby 
draws the following conclusions: 

_ 1. Careful recording of the history is of great 
importance. 

2. The condition has a spontaneous onset in 
about 25 per cent of cases. 

3. Inthe most acute cases the picture of peritoni- 
tis is presented strikingly often, and as a rule nothing 
abnormal is found in the urine under these circum- 
stances. In such cases examination of the urinary 
tract frequently yields valuable information. 

4. After the onset of the illness there is not infre- 
quently a latent period of usually less than a month 


before mechanical disturbances are produced by the 
growing swelling (retroperitoneal effusion). 

5. As in cases in which it appears in direct rela- 
tion to the trauma, this effusion is usually manifested 
by a rapidly growing swelling of large size. 

6. The enormous swelling is usually in marked 
contrast to the fairly satisfactory general condition. 

7. Hematuria occurs in about half of the cases. 

8. In extremely exceptional cases spontaneous 
cure may result. 

9. Primary nephrectomy after due control of the 
function of the other kidney is unquestionably the 
best treatment. 


Bragagnolo, G.: Hzmatogenous Renal Infections 
and Reno-Ureteral Denervation (Infezioni ema- 
togene renali ed enervazione reno-ureterale). Arch. 
ital. di chir., 1933, XXXv, 1. 


The author reports experiments which he carried 
out on dogs to determine the effect of reno-ureteral 
denervation on the localization of hamatogenous 
infection in the kidney. Denervation of one kidney 
was done and at varying intervals thereafter a sus- 
pension of attenuated staphylococcus pyocyaneus 
aureus was injected intravenously. The infection 
frequently caused the formation of small focal ab- 
scesses in the denervated kidney whereas the intact 
kidney remained uninvolved. 

The localization of the infection was attributed to 
the dilatation and retention in the renal pelvis and 
ureter that occurred as a result of the loss of motility 
and contractility of the pelvis and ureter following 
the denervation. The author believes also that 
denervation causes a change in the vascular tone of 
the kidney and probably trophic disturbances in the 
kidney cells. Perer A, Rost, M.D. 


Redi: A New Possibility in Renal Surgery. The 
“Connections” of the Kidney to the Omentum, 
the Spleen, and the Spleno-Epiploic Vessels. 
An Experimental Study (Possibilita nuove nella 
chirurgia renale. Le “connessioni”’ del rene con 
Vepiploon, con la milza e con i soli vasi spleno- 
epiploici). Sperimentale, 1933, Ixxxvii, 273. 


The problem of experimentally producing changes 
in the blood supply of the kidney is a very old one. 
The methods of doing it may be divided into two 
groups. In the first group are the natural methods 
of using collateral circulation with or without liga- 
tion of the renal vein. In the second are the artificial 
methods: (1) decapsulation with or without ligation 
of the renal vein, (2) decapsulation followed by 
covering with omentum, (3) nephrotomy with plug- 
ging into the kidney of strips of omentum, (4) con- 
nection of the liver and kidney or spleen and kidney, 
and (5) renorenal ‘‘ connections.” 
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The author gives a brief discussion of these meth- 
ods and then reports experiments he carried out 
chiefly on dogs to study the behavior of the kidney 
covered with omentum and deprived of the vein or 
artery or both, as evidenced by physiological, 
roentgenological, and histological findings. At the 
same time he investigated intrarenal omentaliza- 
tion and splenorenal “connection.” He showed 
that in improving the collateral circulation of the 
kidney wrapping of the kidney with omentum was 
no more effective than decapsulation or the natural 
collateral paths. He believes this is true also of 
intrarenal omentalization by the Parlavecchio tech- 
nique. He has worked out a method of epiploico- 
splenorenal “‘neo-angiostomosis,”’ a procedure con- 
sisting in the preparation of small bunches of vessels 
isolated from the splenic or omental group and their 
insertion into a gutter running from pole to pole of 
the kidney between the cortex and medulla. By this 
procedure a definite and sufficient neo-angiostomosis 
is obtained. Redi repeated Lettieri’s experiments 
on the splenorenal ‘‘connection.” He concludes 
that this “connection” is an excellent method of 
emptying the kidney, but in itself cannot maintain 
a renal function compatible with life. He states 
that he will report later some further studies of the 
splenorenal connection in which he will attempt to 
obtain complete deviation of the venous circulation 
of the spleen into the kidney. 

Eucene T. Leppy, M.D. 


Campbell, M. F.: Vascular Obstruction of the 
Ureter in Juveniles. Am. J. Surg., 1933, xxii, 527. 


Campbell reviews the literature and reports seven 
cases of vascular obstruction of the ureter in juve- 
niles. He states that as a rule the condition is 
diagnosed as chronic pyelitis and allowed to progress 
unless a complete urological examination is made. 
He urges conservative surgery, chiefly vessel re- 
section or ureteroplasty, whenever this is possible, 
but states that in far-advanced renal destruction, 
infection, or calculus disease nephrectomy is indi- 
cated. ;He emphasizes the absolute necessity of a 
modern urological examination in cases of per- 
sistent urinary infection. 

Harry W. PLaccemeyer, M.D. 


Wheeler, Sir W. I. DeC.: Stone in the Ureter. Prac- 
titioner, 1933, CXXXi, 533. 


In a general discussion of stone in the ureter 
Wheeler reports his opinion with regard to the cause, 
diagnosis, and treatment of the condition. In sup- 
port of his contention that the diagnosis is frequently 
missed he cites records showing that one patient out 
of every five with a ureteral stone was operated upon 
for appendicitis. In the decision as to the advisa- 
bility of operation for the removal of a ureteral stone 
apparent destruction of renal function must not be 
confused with true destruction. Removal of an 
obstruction is often followed by almost” complete 
return of renal activity. Wheeler favors*operative 
removal as operation is a certain and rapid procedure 


whereas cystoscopic methods are often uncertain 
and slow. He states that in 80 per cent of the cases 
stones which have recently moved into the pelvic 
portion of the ureter can be dislodged by manipula- 
tive procedures. Frank M. Cocnems, M.D 


BLADDER, URETHRA, AND PENIS 


Hyams, J. A., Kenyon, H. R., and Kramer, S. E.: 
Urethrocystography in the Male. J. Am. I. 
ASS., 1933, Ci, 2030. 


In discussing urethrocystography as an aid in the 
diagnosis of pathological changes in the lower 
urinary tract, the authors describe a simple device 
consisting of a 2-oz. syringe which is supplied wit) 
by-pass and trap so that a manometer can be used 
when injections are made into the urethra ani! 
bladder. In the cases reviewed the pressure em- 
ployed ranged between 150 and 160 mm. Hg. Ex 
cessive pressure may result in mucosal oozing ani 
urethrovenous backflow. Urethrovenous backflow 
occurred in several cases, but only in those in which 
manometric control of the injection was not em- 
ployed. 

The authors have used a 3 per cent sodium iodide 
solution and a solution of skiodan, bicarbonate of 
soda, and sodium iodide. They emphasize the im- 
portance of using only solutions which are non. 
irritating, miscible with urine, non-toxic, and harm- 
less if introduced into the circulation. They make 
the first X-ray exposure with the patient first lying 
obliquely on the table, the lower leg flexed, and the 
penis resting on the thigh, and the second exposure 
with the patient in the dorsal position. These ex- 
posures permit the detection of pathological changes 
in the bladder, prostate, posterior urethra, and 
anterior urethra. On rare occasions, the ejaculatory 
ducts and seminal vesicles may be visualized. 

Contra-indications to this procedure are infection, 
active inflammation, and recent trauma. 

J. Swwney Ritter, M.D. 


GENITAL ORGANS 


Lowsley, O. S.: The Prostatic Problem. A Review 
Based on Developments of the Past Three 
Years. J. Am. M. Ass., 1933, Ci, 1769. 


Lowsley believes that many patients operated 
upon for a prostatic condition might have been re. 
lieved by irrigations, prostatic massage, and hot 
douches. He states that resection of the adenoma- 
tous prostate seals the prostatic ducts and interferes 
with drainage. 

He believes that transurethral resection should be 
limited to operations on the floor or lower one-third 
of the vesical sphincter. He advocates daily post- 
operative irrigations and the passage of sounds once 
a week. 

In eighty-nine cases of vesical neck resection there 
was a mortality of ro.11 per cent. Of the nine 
deaths, three were due to urinary extravasation into 
the perivesicular and intra-abdominal regions and 
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six to cerebral hemorrhage, pneumonia, carcinoma, 
or uremia in men of advanced age. 
The lowest mortality, 4.8 per cent, occurred in 
cases treated by perineal prostatectomy. 
J. Siwney Ritter, M.D. 


Sargent, J. C.: Some Dangers and Difficulties of 
Transurethral Resection. J. Urol., 1933, xxx, 


559- 


The author believes that, in similar cases, trans- 
urethral resection of the prostate is somewhat more 
safe and simple than prostatectomy. He prefers to 
perform it under spinal anesthesia as in the use of 
anesthesia of this type the possibility of explosion 
when electrical apparatus is employed is avoided. 
However, as there is usually a drop in the blood 
pressure incident to the induction of spinal anes- 
thesia, the use of this type of anesthesia is associated 
with the possibility of the occurrence of severe and 
even fatal hemorrhage from the operative field 
when the blood pressure reaches the normal level 
on the patient’s reaction from the anesthetic. 

One of the chief dangers of transurethral surgery 
is sepsis. Therefore pre-operative and postoperative 
care is of great importance. In seventeen of the 
earlier transurethral resections performed by the 
author there were eight deaths, all of which were due 
either directly or indirectly to pyelonephritis. Drain- 
age must be free, uninterrupted, and continued for 
a sufficient length of time. 

Resection appeals to the average patient because 
it does not require an open operation and it necessi- 
tates less hospitalization and hospital expense. Re- 
section without cystostomy for drainage is a radical 
departure from the technique of prostatectomy be- 
cause the catheter used for postoperative drainage 
must be much smaller than the suprapubic drainage 
tube. As the smaller tube is the sole means of drain- 
age, the removal of clots or pieces of resected tissue 
is more difficult. If the catheter should slip out, all 
drainage of the bladder will stop at once. When re- 
liance is placed on catheter drainage, urinary con- 
tinence is re-established much earlier than in either 
suprapubic or perineal prostatectomy. 

Epididymitis associated with resection is a com- 
paratively minor complication, but must be recog- 
nized as one of the potential dangers. In a certain 
number of patients being prepared for resection by 
catheter drainage an unusual amount of infection of 
the genital tract occurs. In the cases of such pa- 
tients section of the vas should be done before the 
operation. 

In conclusion the author re-affirms his confidence 
in the future of resection as he finds the procedure 
becoming increasingly safe and satisfactory. In the 
first twenty-five cases in which he performed the 
operation there were nine deaths, whereas in the last 
twenty-five there were only 2 deaths. Sargent 
ascribes the decrease in the mortality to the follow- 
ing five major factors: (1) increased familiarity with 
the operative procedure, (2) more careful control of 
the blood pressure during the operation, (3) more 


respect for the long-established principles of adequate 
drainage, (4) more intelligent pre-operative and post- 
operative care, and (5) the fact that cystostomy was 
performed in seven of the last twenty-five cases but 
in only one of the first twenty-five. 

CriaupeE D. Hotmes, M.D. 


Burdick, C. G., and Coley, B. L.: Undescended 
Testicle. Ann. Surg., 1933, XCviii, 495. 


Discouraged by the end-results of other operations 
for undescended testicle, the authors, in 1926, tried 
Torek’s technique in selected cases. The results 
were so satisfactory that during the last five years 
they have adopted this method as a routine pro- 
cedure. They agree with Torek that the stretching 
and development of the scrotum are the factors 
preventing retraction of the testicle. 

The operation is best performed between the ages 
of eight and twelve years. At this age the testicle 
has been given time to descend spontaneously if it 
will, it is larger and easier to manipulate and the 
structures are identified more easily than at an 
earlier age, and the testicle may be placed in the 
normal position before puberty. If a large hernia is 
present, earlier operation is indicated. 

The incision employed for inguinal hernia is used. 
In making this incision it is important to bear in 
mind the possibility that a superficial inguinal sac 
may be present just beneath the superficial fascia. 
The aponeurosis of the external oblique is reflected, 
the cremaster is split in the direction of its fibers, 
and the sac, vessels, and testicle are delivered. The 
sac is opened near the internal ring, but at a sufficient 
distance from it to prevent a possible tear in the sac 
from extending into the ring. Gentle traction on the 
testicle brings out the natural cleavage planes be- 
tween the sac and the vas and vessels. With clamps 
on either side of the opening in the sac the vessels 
and vas are separated with blunt-pointed scissors. 
The sac is cut across and the upper end separated 
from the vessels. This procedure is simplified by 
introducing a blunt retractor into the internal ring 
and lifting it upward. The sac is then transfixed and 
ligated and the redundancy excised. This procedure 
cures the hernia. The lower end of the hernial sac is 
excised close to the testicle and all fascial bands be- 
tween the internal ring and the testicle are removed 
so that the vessels and vas are denuded of their cov- 
erings. This step is very important. In the authors’ 
cases division of the spermatic artery and vein to 
lengthen the cord has not been necessary. If it is 
done, atrophy usually follows. 

An oblique incision 114 in. long is next made down 
to the fascia lata on the inner surface of the thigh at 
a site where the testicle lies without undue tension. 
The bottom of the scrotum is distended with gauze 
and then incised, the incision corresponding in 
length and direction with that of the thigh. The 
posterior lips of the 2 incisions are sutured together. 
Torek advised interrupted sutures of catgut, but the 
authors use a continuous suture of a subcuticular 
type. The testicle is then brought down through the 
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scrotal wound and sutured to the fascia of the thigh. 
The anterior margins of the thigh and scrotal wounds 
are sutured together with a continuous suture of silk. 
The hernia is then repaired. 

On completion of the operation the knees are 
strapped together to prevent tension. The sutures 
are removed on the ninth or tenth day. At the end 
of two weeks the patient is discharged. 

By the end of two or three months the scrotum has 
stretched to, or nearly to, normal size. In the second 
stage of the operation, which is done at that time or, 
if necessary, is delayed until later, the testicle is 
gently released from its bed in the thigh through an 
opening in the scrotal edge and covered without 
tension. 

In cases of bilateral undescended testicle the 
testicles are brought down one at a time. At the 
second operation the first testicle is released and the 
second is brought down to be released later. 

Of a series of 137 cases in which the operation has 
been completed, excellent results have been obtained 
in 123. The failures were due to technical errors 
such as failure to divide the fascial bands, tension 
on the suture line, or infection. Five testicles 
sloughed, 2 because of infection and 3 because of 
tension. Nine testicles became atrophic, probably 
because of interference with the blood supply caused 

- by tension on the vessels. 
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In conclusion the authors state that the end- 
results of this procedure are far superior to those of 
other methods. D. PickrELL, M.D. 


MISCELLANEOUS 


Volante, F.: Soft Bacterial Calculi of the Urinary 
Tract (Sui calcoli batterici molli delle vie urinarie). 
Arch. ital. di urol., 1933, X, 505. 


Only about thirty cases of soft bacterial calculi of 
the urinary tract have been recorded. Following 
review of the literature, the author reports two 
cases and describes experiments which he carrie: 
out on animals to determine the cause of such calculi. 

Soft bacterial calculi consist of a nucleus com- 
posed of a mixture of proteins, bacteria, and salts 
which is surrounded by a stratified precipitate o/ 
protein containing in its spaces numerous colonies o/ 
bacteria. These calculi are to be differentiated from 
abacterial albumin or amyloid calculi. The author 
believes that their pathogenesis depends on precipi- 
tation of the protein of the urine about a nidus of 
desquamated epithelium or erythrocytes which occurs 
without the precipitation of salts and is followed by 
multiplication of the organisms included in the pre 
cipitated protein. The stratification he ascribes to 
intermittency of the conditions permitting the pre- 
cipitation. Peter A. Rost, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Comolli, A.: Surgery of the Parathyroids, With 
Special Reference to Parathyroid Osteoses 
(Chirurgia delle paratiroidi con speciale riguardo 
alla osteosi paratiroidea). Policlin., Rome, 1933, xl, 
sez. prat. 1599. 


The author reviews the more important experi- 
mental, pathological, and clinical studies of para- 
thyroid disease, beginning with those of Erdheim 
in 1906. He states that while the results of para- 
thyroid deprivation and the relationship of the 
parathyroids to calcium metabolism are fairly well 
understood, the large field of dysfunction of the 
parathyroid glands and the relationship of such 
dysfunction to changes in the metabolism of cal- 
cium and phosphorus, the skeletal system, and the 
neurovascular system is as yet relatively unexplored. 
It is known that hyperfunction of the parathyroid 
glands is associated with generalized changes caus- 
ing symptoms predominantly referred to the skeleton, 
but the generalized chronic osteo-arthropathies are 
understood today little better than many years ago. 

Lievre has abandoned the old classification of 
osteoses due to parathyroid dysfunction which had 
a morphological basis and has substituted for it a 


classification with a physiological basis. He divides 


the conditions into three main groups: (1) condi- 
tions of the type of Paget’s disease, (2) dystrophies 
of calcification, and (3) the various types of para- 
thyroid osteitis. In all of these conditions the 
physiopathological changes are similar, consisting 
in mobilization of the bone calcium with decalcifica- 
tion of the skeleton, increased elimination of calcium 
from the organism, and metastatic calcification in 
the soft tissues. As a rule the basis of these changes is 
hyperfunction of the parathyroid glands. Sometimes 
this is associated with true adenoma formation. 

The syndrome occurs most frequently between 
the ages of twenty and seventy years. It develops 
without obvious predisposing factors and with the 
insidious onset of pain of varying intensity in dif- 
ferent parts of the skeleton. Later symptoms are 
asthenia, pallor, loss of weight, and skeletal de- 
formities especially in the spine, lower extremities, 
and pelvis. Pathological fracture, circumscribed os- 
seous tumors, premature loss of teeth, urinary symp- 
toms from the increased excretion of calcium, and 
hypotonia and hypo-excitability of the skeletal mus- 
cles are common. Changes in the circulatory and 
gastro-intestinal systems are less frequent. 

The changes shown by roentgen examination are 
multiform, inconstant, and at times almost insig- 
nificant. Most characteristic is some degree of dif- 
fuse decalcification of the skeleton. The normal 


osseous structure is lost and replaced by an irregular 
distribution of the trabeculae. Cyst formation is 
not uncommon. In the terminal stages the decalcifi- 
cation and atrophy may be so advanced that the 
skeleton is no longer visible in the roentgenogram. 

Chemical examination of the blood usually re- 
veals an increase in the calcium content at some 
stage of the disease. This is associated with a 
marked increase in the calcium in the urine. The 
blood phosphorus is normal or is slightly decreased 
by an increase in the phosphorus in the urine. 

The course of the condition is slow but progres- 
sive, with continued aggravation of the symptoms 
unless surgical treatment is given. Death ensues in 
from one to ten years. 

Pathological examination frequently, but not con- 
stantly, reveals hyperplasia of one or more para- 
thyroids. Often this is marked. The structure of 
the enlarged so-called adenoma differs little from 
that of the normal gland. The changes in the os- 
seous system are related to lacunar absorption with 
myeloplasia, medullary fibrosis, disorganized new 
bone formation, and, at times, osteoporosis with or 
without the presence of osteoid tissue. Deformities 
are noted especially in the femora. In addition to 
these bone lesions, metastatic calcification and sec- 
ondary changes in other viscera may be found. 

The treatment indicated for these various syn- 
dromes is surgical removal of the parathyroid tumor 
or, in the absence of a tumor, of one or more of the 
parathyroid bodies, even though they may appear 
normal. A most thorough examination and explora- 
tion of the neck is necessary because of the possible 
presence of accessory parathyroid bodies and the 
fact that a parathyroid gland may be entirely em- 
bedded in the thyroid. Sometimes exploration with- 
out the removal of tissue is beneficial, possibly be- 
cause of the disturbance it produces in the blood 
supply. Proper treatment is followed by an im- 
mediate decrease in the calcium content of the blood 
and urine, arrest of the skeletal lesions, and gradual 
recalcification of the bones. The same treatment 
has been used with varying success in arthritis de- 
formans, scleroderma, and vascular lesions of the 
extremities such as Buerger’s disease. As a rule 
roentgen therapy is not beneficial. The administra- 
tion of Vitamin D and irradiation with ultraviolet 
light have proved ineffective. A. Lovuts Rost, M.D. 


Ottolenghi, C. E.: The Diagnosis of Osteo-Articular 
Tuberculosis by Biopsy of the Regional Lymph 
Nodes (Diagnéstico de la tuberculosis désteoar- 
ticular por la biopsia ganglionar). Rev. de ortop. y 
traumatol., 1933, ili, 1. 


The author describes his method of diagnosing 
tuberculosis of the bones and joints of the limbs by 
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biopsy of the lymph nodes draining the lesion. He 
believes that the procedure is original since he has 
found no mention of it in his review of the literature. 
His work is based on Lance’s clinical research on the 
topography of the adenopathies associated with 
tuberculosis of various bones. 

Ottolenghi reports in detail, with roentgenograms 
and microphotographs, thirty-two cases in which, 
in addition to the usual clinical and roentgen exami- 
nations, comparative studies were made of the results 
of lymph-node biopsy, direct biopsy of the lesions, 
and inoculation of joint fluid, when present, into 
guinea pigs. The lymph nodes were examined 
microscopically, culturally, and by inoculation. 

The series includes seventeen undoubtedly posi- 
tive cases (tuberculosis of the knee, femur, hip, foot, 
elbow, and wrist), eight doubtful, and seven control 
cases (joint syphilis, rheumatoid arthritis). Of the 
undoubted cases, lymph-node biopsy was positive in 
fifteen (88.5 per cent). In nine cases (52.9 per cent) 
the diagnosis was made by this method alone. In 
the eight doubtful cases, lymph-node biopsy was 
negative although two proved to be tuberculous and 
the nature of four remained undecided. Therefore, 
of the total nineteen tuberculous cases, the method 
was positive in 78.4 per cent. In the control cases 
it was negative. 

The author concludes that lymph-node biopsy is 
of great value. The adenopathy appears within the 
first few months, is easily detected in external 
lesions, and has specific characteristics. In some 
instances the nodes may appear normal or show only 
a non-specific inflammation and yet prove positive 


on inoculation. Lymph-node biopsy is preferable to 
direct biopsy because of its harmlessness, the extreme 
simplicity of the technique, and the higher percent- 
age of positive results. It can be practiced under all 
conditions, at all stages of the disease, and on all 


patients. It allows a positive diagnosis in cases 
without effusion, and in a considerable number of 
cases it is the only positive finding. It merits 
further trial. M. E. Morsg, M.D. 


Oltramare, J. H.: Malacia of the Scaphoid Bone of 
the Carpus. Pathogenesis and Treatment (La 
malacie du scaphoide carpien. Pathogenie et traite- 
ment). Schweiz. med. Wchnschr., 1933, ii, 956. 


The disease under discussion was described by 
Preiser in 1910 as “osteitis cystica” and by Kien- 
boeck as “‘lunatum malacie.” Similar changes were 
described by others later. The author briefly 
describes the disease picture and emphasizes that 
trauma is responsible for the origin of the condition. 
Sometimes the trauma may be very slight. In a 
case reported by Houzel the changes first appeared 
thirteen years after the accident. Mueller attempts 
to explain these changes by the special reaction of 
the bone to various conditions of pressure. Accord- 
ing to Jansen, there is an accommodation of the bony 
structure to its function. Every increase in pressure 
causes a displacement of the bone salts. Excessive 
pressure leads to softening (resorption of the bone). 
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Even Kienboeck recognized the relationship to 
Koehler’s disease. Preiser suggests that there is a 
rarefying ostitis due to rupture of the dorsal liga- 
ments of the hand. Leriche and Fontaine consider 
the disease a peculiar sort of Sudeck’s posttraumatic 
osteoporosis. The author thinks that there is a 
posttraumatic origin of these changes, especially 
since hemorrhages are found in the scaphoid bone 
after trauma. At any rate, the changes are found 
after unrecognized fractures of the scaphoid bone. 
The author believes that as a result of too short a 
period of immobilization, a pseudarthrosis occurs 
which later undergoes transition into the picture of 
malacia. Such a pseudarthrosis was once cured by 
Moreau by means of a bone transplant. In several 
cases removal of the scaphoid bone had a good result. 
SCHWEIZER (Z). 


Brailsford, J.: Spondylolisthesis. Brit. J. Radicl., 
1933, Vi, 666. 


Spondylolisthesis is a deformity of the lumbosacral 
joint produced by the gradual slipping forward of the 
lumbar spine on the sacrum. Although the cause is 
unknown, it is a definite pathological and clinical 
entity and must be differentiated from dislocations 
of known cause such as those due to trauma, tuber- 
culosis, and syphilis. The dissected specimen shows 
a backward displacement of part of the lumbosacral 
disk into the spinal canal and progressive lengthen- 
ing of the pedicle of the fifth lumbar vertebra. The 
lower surface of the fifth lumbar vertebra remains in 
the same plane as the upper surface of the sacrum 
until it has moved so far forward that it topples 
over on the anterior surface of the sternum. 

In the causation of the condition failure of fusion 
of the anterior and posterior segments of the neural 
arch is probably a factor. Another factor may he 
trauma in the growing child. It has been definitely 
shown that, in adults, trauma sufficient to cause 
partial dislocation of the lumbosacral joint and frac- 
ture of the neural arch does not cause spondylolis- 
thesis. Pregnancy, occupational strain, and an 
acute lumbosacral angle are not factors. 

The lateral roentgenogram is difficult to interpret 
because the shadows of the pelvic bones cover the 
lumbosacral joint. In the anteroposterior view there 
is a characteristic bowline caused by the lower sur- 
face of the fifth lumbar vertebra projecting over the 
first sacral body. This line has been observed in al! 
cases studied and is diagnostic. Care must be taken 
not to confuse it with the D-shaped line produced by 
ossification of the anterior lumbosacral ligaments, « 
condition frequently found in laborers. 

Maurice L. DALE, M.D. 


Perrot, A.: Normal Ossification and Pathological 
Manifestations in the Anterior Tuberosity of 
the Tibia (De l’ossification normale et des mani- 
festations pathologiques de la tubérosité antérieure 
du tibia). Rev. d’orthop., 1933, xl, 497. 


There is a difference of opinion not only with re- 
gard to diseases of the anterior tuberosity of the 
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tibia, but also with regard to the normal ossification 
of this tuberosity. From roentgen studies the author 
concludes that as a rule ossification takes place 
chiefly from the epiphysis although in some cases it 
takes place entirely from centers of ossification in the 
tuberosity itself and in other cases entirely from the 
epiphyseal centers. Ossification may occur at any 
time between the ninth and fourteenth years of age. 
The tuberosity unites first with the epiphysis and 
then with the diaphysis. Persistence of a clear space 
between the tuberosity and the diaphysis is not 
pathological even when it is noted at an advanced 
age. 

Pathological conditions of the tuberosity are 
generally grouped under the name “Schlatter’s 
disease” or “anterior tibial apophysitis.” The 
author gives the history of a case operated on in 
Ombrédanne’s clinic and supplements his report with 
roentgenograms and photomicrographs. He con- 
cludes that there is no true inflammation, and that 
therefore the name “apophysitis” is incorrect. He 
proposes the name “apophysiolysis.” He believes 
that the condition is an acquired dystrophy in a 
tuberosity that is partially ossified and has under- 
gone disintegration. In the case he reports there was 
a fibrosis originating in the cortex and invading the 
entire tuberosity, leaving only a nucleus of bone. In 
this respect the disease is comparable with coxa 
plana which is a dystrophy of the upper epiphysis of 
the femur. Under the influence of weight and pos- 
sibly other factors the dystrophic metaphysis of the 
femur becomes deformed, with the development of 
coxa plana, while the dystrophic anterior tuberosity 
of the tibia yields to the traction of the patellar 
ligament and the pathological fracture which the 
author calls “‘apophysiolysis” occurs. 

AuprEY Goss MorGan, M.D. 
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Blanco, H.: Diaphysectomy in Osteomyelitis (Dia- 
fisectomias por osteomieclitis). Rev. de cirug. de 
Barcelona, 1933, V, 497- 


In the cases of osteomyelitis reviewed, the Orr 
method of treatment often yielded excellent results 
and shortened the period of hospitalization. How- 
ever, in extensive cases this operation is insufficient 
and a necrotic zone which cannot be eliminated spon- 
taneously will remain. 

It is generally agreed that the treatment of acute 
osteomyelitis should be immediate operation. The 
procedure indicated may be simple incision and 
drainage of a periosteal abscess, extensive trephina- 
tion of the medullary cavity, trephination and re- 
section combined, or resection of all or the greater 
part of the diaphysis. 

The indications and benefits of complete dia- 
physectomy are still subjects of discussion. In the 
author’s experience the dangers and disasters at- 
tributed to this method by some authorities have 
not been noted. However, the method should not 
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be used in all cases. Of 152 cases of osteomyelitis 
treated in the author’s clinic, only 10 were treated 
by total diaphysectomy. The results were so en- 
couraging that Blanco believes the method should 
probably have been employed more frequently. 

Blanco reserves total diaphysectomy for cases in 
which the entire diaphysis has been converted into 
a sequestrum and enclosed in a shell of bone formed 
as the result of separation of the periosteum. Such 
a massive sequestrum cannot be extruded spon- 
taneously. Because of the inadequacy of conserva- 
tive operations and very late radical operations, 
radical diaphysectomy should be performed earlier 
in such cases. Osteomyelitis should be regarded as 
a septicemia with the original focus in bone. As 
in the treatment of all septicamias, the cause should 
be eradicated early and completely. 

The proper selection of cases for early resection 
is difficult. The patient’s general condition will not 
serve as a criterion. Of much greater importance is 
the extent of the local process. In cases of sufficient 
duration the periosteum is usually separated over 
a wide extent, but this separation does not always 
run parallel with the intra-osseous infection. Total 
resection is indicated especially in cases in which 
subperiosteal abscesses are present, the bone is pale, 
there is little or no bleeding, and the separation of 
the periosteum extends throughout the entire cir- 
cumference of the bone. 

The article contains serial roentgenograms show- 
ing complete regeneration of bone after total re- 
section of diaphyses in the extremities. 

R. MEEKER, M.D. 


Lenormant, C., and Ménégaux, G.: Functional 
Results of Orthopedic Resection of the Elbow 
in Traumatic Ankyloses (Sur les résultats fonc- 
tionnels de la résection orthopédique du coude dans 
les ankyloses traumatiques). Presse méd., Par., 
1933, No. 92, 1809. 

In the authors’ opinion the best operation for 
traumatic ankyloses of the elbow is that devised 
by Ollier almost fifty years ago. Even the muscle 
interposition recommended by Quénu and others 
does not seem to have improved the results so far 
as re-ankyloses and flail-joints are concerned. The 
authors think this is a useless complication. 

At the International Congress in 1923 MacAus- 
land defended arthroplasty as opposed to resection, 
but arthroplasty of the elbow is only an economical 
resection with modelling of the joint surfaces and 
the interposition of a free flap of aponeurosis. In 
spite of the enthusiasm of Anglo-Saxon surgeons 
with regard to this operation, it does not seem to be 
at all superior to Ollier’s operation and is more dif- 
ficult than the latter to perform. The authors be- 
lieve that even in cases of complex traumatic anky- 
losis associated with considerable deformity such 
as those reported in this article it would be im- 
possible. 

The authors report three” cases treated by the 
Ollier operation. In one of them a complete resec- 
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tion was done with modelling of the bone ends to 
each other. In the two others, hemi-resection was 
performed, the upper radio-ulnar joint being spared. 
The authors believe that possibly this was a mistake 
as free resection (at least 4 or 5 cm., according to 
Ollier) seems to give better results. The best re- 
sults were obtained in the case of complete resection. 
In all of the cases the most careful postoperative 
treatment was given. Mobilization was begun from 
eight to ten days after the operation and for the 
first few weeks was given by the surgeons them- 
selves. The functional result was poorest in the case 
of a patient who was unwilling to carry out the post- 
operative treatment as long and thoroughly as neces- 
sary. 

The procedure described can be used not only in 
traumatic ankylosis but also in gonorrhoeal anky- 
losis, tuberculous arthritis, (a case of which is re- 
ported), and cases of ankylosis at a right angle. 
While the objection may be made that in the latter 
the solidity of the joint may be damaged, a flail- 
joint may be avoided if a good technique is used and 
many patients would prefer to sacrifice a little solid- 
ity in order to recover mobility. 

Auprey Goss MorGan, M.D. 


Putti, V.: Wire Traction in Operative Elongation 
of the Femur (La trazione col filo nell’allunga- 
mento operativo del femore). Chir. d. organi 
movimento, 1933, XViii, 105. 

Putti reports nine cases of operative elongation of 
the femur by wire traction. The patients ranged in 
age from fourteen to twenty-two years. The indica- 
tions for the operation were: unilateral dislocation 
of the hip operated upon by the method of Lorenz, 
five cases; congenital dislocation of the hip which 
healed with a marked coxa vara, external rotation, 
shortening, and mild flexion, one case; coxitis which 
healed with flexion and adduction, two cases; and 
flexed knee following poliomyelitis in which a 
supracondylar osteotomy was indicated, one case. 
In the last four cases osteotomy was indicated for 
some other reason besides the lengthening. The 
shortening in these cases ranged from 314 to 10 
cm. Most of the case reports are supplemented 
with roentgenograms. 

The technique is described in detail. It includes 
the application of fine wires for traction and coun- 
tertraction followed by osteotomy and the applica- 
tion of weights. Two-millimeter wires are used. 
One wire is placed in the supracondylar portion of 
the shaft and the other in the trochanteric portion. 
The application of the upper wire may present 
difficulties because of the varied position in patho- 
logical cases. Therefore the author inserts this wire 
under direct vision. The osteotomy is oblique. Its 
length depends upon the lengthening desired. Trac- 
tion is applied with the hip and knee joints in semi- 
flexion at an angle determined by checking with the 
roentgenogram so that the axis of traction is fairly 
exact. The amount of weight is determined on the 
basis of the age, degree of development, and weight 
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of the patient and the findings of roentgen-ray 
control every three days. The greatest resistance to 
lengthening occurs from the third to the seventh 
days. After the desired length is obtained the weight 
is maintained for two or three days. A plaster 
spica cast, including the wires, is then applied for 
immobilization. This is worn for two months. At 
the end of that time another cast permitting slight 
movement of the knee and leg is worn for two 
months more. 

The complications and errors which Putti has 
encountered to date are listed. In only one case was 
there evidence of paresis of the external popliteal! 
nerve during the lengthening and this was relieved 
easily by increasing the flexion of the hip and knee 
and temporarily decreasing the amount of traction. 
In two cases the upper wire was not securely inserte«| 
and re-insertion was necessary. This has been 
obviated by inserting the upper wire under direct 
vision. Since the use of the 2-mm. wire, the wires 
have not broken. Countertraction is essential as 
proved, by failure in the two cases in which it was 
not used. Of special interest is the fact that there 
were no vascular disturbances in the extremity. 

A. Louts Rost, M.D. 


FRACTURES AND DISLOCATIONS 


Bergenfeldt, E.: Traumatic Separations of the 
Epiphyses of the Long Bones of the Extremities. 
A Clinicoroentgenological Study (Beitraege zur 
Kenntnis der traumatischen Epiphysenloesungen an 
den langen Roehrenknochen der Extremitaeten. Kine 
klinisch-roentgenologische Studie). Acta chirur. 
Scand., 1933, \xxiii, Supp. xxviii. 

This is a report on 3i0 traumatic epiphyseal sep- 
arations in the long bones of the extremities of 205 
patients treated at the Surgical Clinic of the Maria 
Hospital, Stockholm, in the period from 1919 to 
1928. In all of the cases the diagnosis was verifie:! 
roentgenologically and the patient followed up. 
Seventy-two of the separations, which occurred in 
67 patients, were recent. To determine the progno- 
sis, especially the factors favoring subsequent arrest 
of growth, 19 cases of injuries of the conjugal carti- 
lage other than true separation (mostly perforations 
of the conjugal cartilage due to nails) were included. 

Traumatic epiphyseal separation occurs much 
more frequently in boys (232 of the cases reviewed) 
than in girls (63 of the cases reviewed). It is mos! 
common in the second decade of life (246 cases), 
especially the period from ten to seventeen years of 
age (224 cases) and much less common in the first 
decade (49 cases). 

The lower radial epiphysis was separated in 137 
of the cases reviewed, the lower humeral in 70, the 
lower tibial in 44, the lower ulnar in 24, the lower 
fibular in 16, the upper radial in 8, the upper humeral! 
in 5, the upper ulnar and the trochanter minor in 
2 each, and the lower femoral and upper tibial in 
1 case each. 

With regard to the etiology, the following con- 
clusions are drawn: 
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1. In no case could the separation be considered 
with certainty or even probability as having oc- 
curred spontaneously. 

2. In a few cases (1 case of decidedly slight 
trauma and 2 cases of familial occurrence at the same 
age associated with certain constitutional peculiar- 
ities) it was impossible to exclude a pathological 
process in bone or cartilage entirely as the true or 
contributory cause of the separation. 

3. Among the recent cases was a case in which 
it was impossible entirely to exclude a pathological 
separation (the lower tibial epiphysis of a four-year- 
old girl with a heavy body build who sustained only 
a very slight trauma). 

4. The so-called traumatic epiphyseal separations 
of the long bones of the extremities are probably 
produced entirely accidentally, but it is impossible 
to rule out the occurrence of sporadic cases in which 
the mode of production is analogous to a pathologi- 
cal process in bone or cartilage in conformity with 
that accepted for epiphysiolysis capitis femoris. 

5. Pathologically, the following groups of epiphys- 
eal separations can be recognized: Group 1, those 
without any other demonstrable injury whether in 
the form of a lamella (too small to justify the name 
of fracture) or a true fracture; Group 2, those pre- 
senting signs of lamellation but not a true fracture: 
Group 3, those combined with fracture of the diaph- 
ysis; Group 4, those combined with fracture of the 
epiphysis; Group 5, those combined with fracture of 
the diaphysis and epiphysis; and Group 6, juxta- 
epiphyseal fracture. 

Pure epiphyseal separations occurred in 38.4 per 
cent of the cases reviewed. Of these, 23 (7.4 per 
cent of the entire number) were found roentgeno- 
logically to be pure epiphyseal separations, no dam- 
age to adjacent parts of the diaphysis or epiphysis 
being detected and the separation following the 
epiphyseal line. 

Pure epiphyseal separations (Groups 1 and 2) 
were most frequent during the first half of the sec- 
ond decade of life. This is contrary to the view 
widely held that pure epiphyseal separations occur 
almost exclusively in early childhood. 

Epiphyseal separations of Group 3 occurred in 
155 of the cases reviewed; those of Group 4, in 19 
cases; those of Group 5 in 13 cases; and those of 
Group 6 in 4 cases. 

The lamellar sign was found in 165 cases. In such 
cases the separation probably followed the entire line 
of ossification. In 2 cases it seemed to have oc- 
curred entirely through the cartilage. In the others 
there was no definite indication of a closer anatomi- 
cal location of the fracture line within the conjugal 
cartilage (except the juxta-epiphyseal fracture). In 
most of the cases of Groups 4 and 5 it is probable 
— was a fracture of the conjugal cartilage 
itself. 

The prognosis for union, consolidation, and func- 
tion is no less favorable than in analogous para- 
articular fractures occurring in the period of growth. 
However, in 3 of the cases reviewed there was short- 
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ening of the injured bone. Consequent inhibition 
of growth with persistent shortening of the injured 
bone occurred in 14 cases examined after true epi- 
physeal separation. In no case was there any ab- 
normal increase in the growth of the injured bone. 
In some cases shortening may be compensated for 
by increased activity not only on the part of the 
damaged conjugal cartilage, but also on the part of 
that at the opposite end of the bone, but there is no 
compensation through increased growth of the 
part of the extremity above or below the injured 


bone. 


The following factors may be considered as causes 
of inhibition of growth with persistent shortening: 

1. A direct lesion of the proliferation cartilage 
(most common). 

2. Complete dislocation of the separated epiph- 
ysis, the detached surfaces having lost all contact 
with one another, or some other very marked dis- 
location. Because of roentgen control, this probably 
occurs rarely. A moderate, and sometimes even a 
fairly marked, dislocation does not necessarily dis- 
turb growth. 

3. Marked damage to vessels with consequent 
lack of nutrition of the conjugal cartilage (only with 
entirely intra-articular epiphyses). 

4. Possibly, in exceptional cases, processes occur- 
ring experimentally after epiphysiolysis, such as 
more indirect injuries to the conjugal cartilage 
without a direct lesion of this cartilage at the sep- 
aration, barriers of callus at the diaphyseal end, and 
secondary degenerative processes in the cartilage. 
These probably produce only a temporary arrest of 
growth and slight shortening. 

5. Infection (practically only in compound sep- 
arations). 

Except in dislocations and occasionally in cases 
of marked damage to vessels and cases of infection, 
it generally appears impossible to influence the 
causes of shortening therapeutically. 

Consecutive arrest of growth with persistent 
shortening after traumatic separation of the epiph- 
ysis occurs much more rarely in man than in ex- 
perimental animals as in man there is generally no 
time for persistent traces because the period of 
growth is much more prolonged. Moreover, the 
conjugal cartilage in man seems to possess a much 
greater resistance even to direct mechanical lesions. 
Direct injuries to the cartilage have led to persistent 
shortening only exceptionally. Even if the prognosis 
as regards consecutive arrest of growth therefore 
appears fairly favorable, it seems impossible in the 
individual case of epiphyseolysis to exclude future 
shortening of the injured bone with certainty. Ac- 
cordingly, it is wise to take this possibility into con- 
sideration. In such cases of epiphyseolysis combined 
with fractures of the epiphysis and the diaphysis 
particular care is necessary in determining the prog- 
nosis. 

With regard to cases with osteosynthesis through 
the conjugal cartilage or some similar damage, the 
following conclusions are drawn: 
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1. Osteosynthesis with perforation of the con- 
jugal cartilage connecting the epiphysis with the 
diaphysis is not associated with such great risk as 
animal experiments suggest. Of 24 such cases, only 
2 resulted in shortening. In 1 case the shortening 
was probably due to very gross mechanical injuries 
to the cartilage, and in the other to primary damage 
to the cartilage. 

2. If osteosynthesis is necessary, care must be 
taken to avoid damage to the cartilage as much as 
possible. The use of Rissler’s nails for fixation does 
not seem to arrest growth. Three cases of premature 
synostosis (without demonstrable shortening) and 1 
case in which the nail could not be regarded as 
entirely blameless for the shortening demonstrate 
that complications are not impossible following this 
method of treatment. Louis NEuwELt, M.D. 


Bonnet, G.: Two Cases of Atlanto-Axial Dislocation 
Without Spinal or Medullary Symptoms; Fail- 
ure of Orthopedic Treatment; Bolting With an 
Albee Graft as a Precaution (Deux observations 
de “‘dislocation atlo-axoidienne’’ sans troubles bulbo- 
medullaries. Echec du traitement orthopédique. 
Verrouillage de sireté par greffe d’Albee). Bull. et 
mém. Soc. nat. de chir., 1933, lix, 1296. 


The author reports two cases of dislocation of 
the atlas on the axis with fracture of the base of 
the odontoid process. The first was that of a cavalry- 
man twenty-eight years of age who was thrown in 
jumping a hurdle and fell on his left cheek. The 
other was that of a man twenty years of age who 
was struck on the head by a heavy weight. In 
neither case were there any disturbances that could 
be attributed to injury of the spine or medulla. 
Reduction was attempted by suspension and the 
application of a plaster cast. This treatment failed 
to correct the condition and is associated with the 
danger of sudden death from slipping of the bones 
and injury of the cord and medulla. To eliminate 
this danger the author thought it advisable to fix 
the occiput to the spine by an Albee graft. The 
operation was performed under local anesthesia in- 
duced with novocain. A graft measuring 10 by 1 
cm. was cut from the tibia. The patient was placed 
on the table in a reversed Trendelenburg position 
with his head elevated, his neck bent, and his 
shoulders raised. A flap was cut in the tuberosity 
of the occiput and the end of the graft engaged in 
it. The graft was then twisted a quarter of a turn, 
engaged in a slot made in the spinous process of 
the axis, and fixed in place by suturing the muscles 
over it with catgut around a small subcutaneous 
drain. The head was fixed in a plaster cast. 

Three months after the operation there was a 
solid column of bone uniting the occiput with the 
third cervical vertebra. In profile the nape of the 
neck appeared to be a direct prolongation of the 
posterior surface of the occiput. Movement was 
still limited, occurring only in the lower half of the 
cervical column. It is believed that the amplitude 
of the movements will increase later. While this 
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method does not result in complete anatomical and 
functional restoration, it protects the patient from 
the possibility of sudden death and secondary 
quadriplegia. The operation should not be per- 
formed immediately after the accident as there is 
then too much danger of displacing the bones during 
the operation with fatal results. It should be pre- 
ceded by immobilization in plaster for two or three 
months to permit fibrous fixation of the fragments. 
AupRrEY Goss Morcan, M.D. 


Speed, J. S., and Macey, H. B.: Fractures of the 
Humeral Condyles in Ghildsen. J. Bone & Joint 
Surg., 1933) XV, 903. 


On the basis of approximately 120 fractures of the 
humeral condyles in children the authors report in 
detail the results they have obtained in: (1) incom- 
plete fracture of the condyles without displacement, 
(2) complete fracture of the condyles with displace- 
ment which was treated by closed reduction, and 
(3) complete fracture of the condyles with displace- 
ment which was treated by immediate or delayed 
open operation. They call attention to the difference 
in the prognosis and treatment of condylar and 
supracondylar fractures in children, it being more 
difficult to obtain satisfactory results in the former 
than in the latter. 

In their cases of incomplete fracture of the condyle 
without displacement the results were uniformly 
good, whereas in their cases of complete fracture 
with displacement, which were treated by closed 
reduction, the converse was true. Even though in 
the second type the detached and markedly displaced 
condyle is reduced satisfactorily, subsequent dis- 
placements of greater or less extent are liable to 
occur. Much valuable time is lost by delaying open 
operation and fixing the reduced fragments by means 
of a nail. The authors believe that if the fracture is 
seen several months after the injury with only 
moderate displacement and with the fragments 
united in a reasonably good position, it should be left 
alone; if it is not united or is in malposition, the 
results may be improved by open operation, but in 
cases of this type subsequent epiphyseal changes are 
common. 

The authors discuss the operations for persistent 
pain and instability, serious impairment of move- 
ment, and delayed ulnar neuritis. In conclusion they 
state that poor results in cases of fracture of the 
condyles of the humerus in children are much more 
frequent than is realized by the average surgeon 
treating fractures. Closed reductions are at best un- 
certain, and non-union and malunion can be pre- 
vented only by accurate reduction and maintenance 
of close apposition of the fractured surfaces. De- 
layed open reductions may be of some benefit, but 
are followed almost uniformly by epiphyseal dis- 
turbances. Accordingly, the authors urge immediate 
open reduction with the use of a wire nail to hold the 
reduced fragments and removal of the nail after 
three weeks under local anesthesia. 

Paut C. Cotonna, M.D. 


SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


Talman, L., and Markelov, N.: Dislocations of the 
Ankle Joint in Military Persons (Distortionen 
des Fussgelenks bei Militaerpersonen). Vojen. 
Med. Z., 1932, iii, 436. 

The authors review 107 dislocations of the ankle- 
Ten were recent and 97 were old. Twenty-one of the 
patients were incapacitated for from eighty to eighty- 
five days; 46, for from sixty to seventy days; 20, for 
from forty to fifty days; 7, for from twenty to twenty- 
five days; and 3 for less then three weeks. Of the 10 
with recent injuries, 8 were incapacitated for from 
twenty to twenty-five days, and 2 for forty days. 

In the less severe cases the ligaments are ruptured, 
and in severe cases they are avulsed from the bone 
with injury to the joint capsule, the muscular 
apparatus, and the blood vessels. 
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Ambulatory treatment with compresses, baths, 
and massage rarely leads to recovery; as a rule the 
patient so treated is referred to the hospital after 
three or four weeks. Correct treatment consists of 
immobilization of the joint with a plaster cast up to 
fourteen days, massage after from eight to nine days, 
and, in severe cases, relief from weight-bearing 
during walking for one or two weeks longer. Rup- 
ture of the ligaments between the tibia and fibula 
at the lower ends of these bones is of special im- 
portance as the joint fork is widened thereby and 
normal function of the ioint rendered impossible. 
In cases of such injury the application of a plaster 
cast for a month and subsequent relief from weight- 
bearing by means of crutches are indicated. 

J. (Z). 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Walters, W., and Priestley, J. T.: Surgery of the 
Inferior Vena Cava. Ann. Surg., 1934, xcix, 167. 


There are few definite indications for operation on 
the inferior vena cava. During the course of right 
nephrectomy this vessel may be opened either in- 
tentionally for the purpose of removing a papillary 
projection of a renal neoplasm, or unintentionally, 
during mobilization of a densely adherent kidney. 
The methods of dealing with tears or incisions in the 
vena cava are considered. Experimental observa- 
tions on healing in the wall of the vena cava follow- 
ing suture are reported. The possibilities for future 
investigation in operations on the vena cava are 
mentioned. Four illustrative clinical cases in which 
the vena cava was opened are reported. 


Demel, R., and Sgalitzer, M.: The Therapeutic 
Results of Arteriography in the Extremities 
(Die therapeutischen Ergebnisse der Arteriographie 
an den Extremitaeten). Wien. klin. Wehnschr., 1933, 
ii, 1017. 

Demel and Sgalitzer call attention to their pre- 
vious publications in which they reported the find- 
ings in a large number of cases in which arteriography 
of the peripheral vessels was done with a 40 per cent 
solution of uroselectan or a 20 per cent solution of 
abrodil. In the cases of arteriosclerosis and endarteri- 
tis obliterans with associated peripheral angiospasm 
the pain was relieved at once and in some of them 
there was immediate improvement such that the 
patient became able to walk around for hours with- 
out pain and to work. Moreover, capillary micros- 
copy demonstrated that the size of the capillary 
loops had again become normal. However, the re- 
sults reported at that time had been under observa- 
tion only a few months, the number of cases was 
small, and it could not be stated definitely whether 
amputation of the extremity could be prevented or 
even delayed by arteriography. 

Schueller has also occasionally called attention to 
a therapeutic effect of arteriography similar to that 
observed by the authors. He is of the opinion that 
the effect is not the same as that of sympathectomy, 
but due chiefly to an osmotic stimulation by the 
concentrated salt solution in the tissues. The au- 
thors suggest that the mechanical effect of the dis- 
tention of the vessels may also play a réle. 

In this article Demel and Sgalitzer report on ob- 
servations continued over a period of years in sixty- 
two cases in which arteriography was done. In 
forty-one cases no therapeutic effect was apparent. 
These included eighteen cases of arteriosclerosis in 
which, in spite of the injection of the contrast 
medium, amputation became necessary later; sixteen 


cases of endarteritis obliterans in which, with the 
exception of two cases, amputation was done later; 
three cases of diabetic gangrene, in two of which 
amputation was done; and two cases of peripheral 
embolism and aneurism. After subtraction of the 
cases of embolism and aneurism, there remain fifty- 
eight cases of blood-vessel disease in which arteri- 
ography was done. In twenty-one (36.2 per cent) 
of the total number a distinctly favorable change in 
the patient’s condition frequently lasting for years 
was noted. Re-examination was done in fifteen 
cases. The latter included three cases of arterio- 
sclerosis, two cases of arteriosclerosis with spasm, 
six cases of endarteritis obliterans, three cases of 
endarteritis obliterans and spasm, and one case of 
uncomplicated vascular spasm. Some of them were 
cases in which a recurrence of pain was stopped im- 
mediately by a second injection. It is noteworthy 
that in nearly all of them the disease of the vessels 
was advanced. 

The most marked changes in the vessels which 
were visible in the roentgenogram were found as a 
rule in the middle portion of the femoral artery or a 
handbreadth above the knee joint, a portion of the 
femoral artery which lies in the adductor canal. In 
one case cessation of the vascular spasm occurred 
during the arteriographic examination so that in a 
second roentgenogram made soon after the first the 
shadow of the previously abnormal vessel appeared 
normal. 

Recently the authors have been using the entirely 
harmless subcutaneous injection of eupaverin «c- 
cording to Pal’s method in order to determine, dur- 
ing the arteriographic examination, the extent to 
which the roentgenologically visible changes in the 
blood vessels are caused by an organic process and 
the extent to which they are due to spasm. In one 
case there appeared at the site of the injection a 
reddening of the skin the size of the palm of the hand 
which was similar to that of beginning gangrene of 
the skin. However, this disappeared. In an earlier 
case even demarcation of such a skin area occurred. 
In a case of endarteritis obliterans of the arm, tlic 
injection was followed by skin gangrene. 

The favorable effect of arteriography was mani- 
fested immediately after the injection. The ex- 
tremity became warmer and defects due to loss of 
skin which had been healing slowly began to heal 
more rapidly. Gangrenous portions were demarcated 
more quickly. The patient became able to walk. 
However, in spite of these characteristic changes, 
there was never any change in the palpability of the 
arterial pulse. A vessel which could not be felt befure 
the arteriographic examination could not be felt after 
the examination even when the findings were other- 
wise favorable. 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


Repeated intra-arterial injections can be made in 
the same site as the primary injections. In later 
roentgenograms of the arteries a surprisingly good 
collateral circulation is apparent. 

Of four cases in which the disease process involved 
both of the lower or upper extremities, only the ex- 
tremity subjected to arteriography was saved (to 
date, for from one and a half to three years). The 
other extremity had to be amputated in spite of a 
previous sympathectomy by the method of Leriche 
or a sympathetic diaphtheresis by the method of 
Doppler. Loenr (Z). 


Kramer, D. W.: Inflammatory Diseases of the 
Arteries, with Particular Reference to the 
More Acute Forms. Surg. Clin. North Am., 1933, 
xiii, 759. 

The author classifies the inflammatory diseases of 
arteries into acute, subacute, and chronic forms. 

Acute arteritis. This condition is not an infre- 
quent complication in acute infections. A similar 
acute form of arterial inflammation may occur idio- 
pathically. The acute form of arteritis is often 
fulminating. Purpura and gangrene are frequent and 
significant manifestations. Thrombi partially or 
completely occluding the lumen of the vessel usually 
accompany varying degrees of inflammatory re- 
action in the vascular wall. 

Subacute arteritis. Periarteritis nodosa, though 
relatively rare, is probably more common than is 
indicated statistically. Its onset resembles that of 
acute arteritis with fever, chilliness, pains, and 
malaise. Purpura may be present. The most 


significant finding is the presence of nodules (in 
25 per cent of the cases). Pathologically, the outer 
coats, especially the adventitia, show cellular infil- 
tration. Biopsy of one of the nodules helps to estab- 
lish the diagnosis. If the superficial arteries are not 


involved, the diagnosis is extremely difficult. 
Obliterative endarteritis was formerly a common 
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diagnosis, but is now made chiefly in cases showing 
the vascular changes of syphilis and cases of tuber- 
culosis. Mycotic aneurism occurs in connection 
with various infections. It may be very difficult 
to distinguish from periarteritis nodosa. 

Chronic arteritis. Thrombo-angiitis obliterans, 
though having acute inflammatory episodes at 
times, is chiefly a chronic and progressive inflam- 
matory involvement of the arteries. The charac- 
teristic pathological findings are practically pathog- 
nomonic of the disease. Arteriosclerosis, though 
most common in the aged, may occur in young per- 
sons who have severe or repeated acute infectious 
diseases. In diabetes, there is a characteristic 
arteriosclerotic change associated with marked 
intimal thickening. 

The reason why certain arteries are involved in 
these various forms of inflammation while other 
arteries are spared is unknown. The artery may be 
infected from its lumen, from its outer coats, by 
way of the vasa vasorum, or from the vascular 
lymphatics. In most of these conditions the patho- 
logical findings point to an infectious agent. As 
yet, the latter has not been identified with regularity. 

W. J. MERLE Scort, M.D. 


Paggi, B.: Venous Thromboses From Effort in the 
Upper Extremities (Trombosi venose da sforzo 
degli arti superiori). Policlin., Rome, 1933, xl, sez. 
chir. 383. 

The author has collected from the literature 
seventy-four cases of a condition believed to be 
thrombosis due to effort. However, he is of the 
opinion that the diagnosis was not correct in all of 
them. He states that according to our knowledge 
today the pathogenesis of thrombosis from effort is 
variable. In some cases, trauma or effort alone is 
sufficient for the production of the condition, whereas 
in others there is an associated infectious process in 
the venous endothelium. P. F. Metitpr, M.D. 
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SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Miani, A.: Postoperative Complications. Pallor 
and Hyperthermia in Pediatric Surgery (Con- 
tributo alla conoscenza della complicazione post- 
operatoria. Pallore-ipertermia nella chirurgia in- 
fantile). Policlin., Rome, 1933, xl, sez. chir. 516. 


The first case of pallor, hyperthermia, and sudden 
death following surgery on the infant was reported 
by Texier and Levesque in 1914. Since then, this 
syndrome, although rare, has been encountered fre- 
quently enough to command the attention of sur- 
geons and pediatricians throughout the world. 

The author reports seven cases in which the syn- 
drome followed an operation for harelip, hernia, or 
congenital dislocation of the hip. The pallor and the 
elevation of the temperature to 39, 40, 41, or even 42 
degrees C. usually occurred simultaneously four, six, 
sixteen, or twenty-four hours (seldom later) after 
operation, and death was always sudden and un- 
expected. 

At autopsy, no pathological changes could be 
demonstrated in any of the organs of the body, in- 
cluding the endocrine glands and lymphoid tissues. 

Death has been attributed to many diverse factors 
such as anesthesia, nervous shock, and bulbar 
shock, but none of these was found responsible 
in the author’s cases. 

Until the etiological factors are more clearly under- 
stood, all efforts should be directed toward pro- 
phylaxis. Miani suggests: (1) careful physical 
examination before operation; (2) reduction to the 
minimum of external factors capable of exciting the 
infant; (3) the preservation of body heat; (4) the 
prevention of excessive loss of body fluids during and 
after operation; (5) gentle handling of the viscera; 
(6) the conservation of blood whenever possible; and 
(7) the administration of fluids by nasal or rectal 
tube immediately after operation. 

GerorcE C, Frnora, M.D. 


King, D. S.: Postoperative Pulmonary Complica- 
tions: The Part Played by the Anesthesia as 
Shown by a Two Years’ Study at the Massa- 
chusetts General Hospital. Anes. & Anal., 1933, 
xii, 243. 

King reports a study of the postoperative pul- 
monary complications occurring in the general 
surgical service, which includes gynecology, at the 
Massachusetts General Hospital during the years 
1930 and 1931. Cases of proved pulmonary embol- 
ism, exacerbations of pulmonary tuberculosis, and 
empyema were excluded. 

When pulmonary complications were carefully 
watched for they were found to occur very fre- 
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quently after abdominal operations, particularly 
operations on the upper abdomen and seldom after 
operations of other types. 

Their incidence was greater in males than in 
females. They occurred much more frequently after 
intestinal operations and operations for perforated 
ulcer or septic appendix than after simple gastro- 
enterostomy and appendectomy. 

Definitely more complications appeared in women 
following drainage of the appendix than after opera- 
tions on the gall bladder. 

Pre-existing respiratory infection and the season 
of the year were found to be factors of minor 
importance. 

Pulmonary complications developed after all types 
of anesthesia. They were slightly more frequent 
after spinal anesthesia than after ether anesthesia, 
and more common after local than after spinal 
anesthesia. The number of cases in which nitrous 
oxide-oxygen and avertin were used was too small 
to warrant definite conclusions. The relatively high 
incidence of these complications after spinal anas- 
thesia was somewhat influenced by the fact that the 
cases in this group included a slightly greater 
number of poor general risks. However, in this group 
severe pulmonary complications were fewer. 

Cases operated upon under local anesthesia 


showed the greatest number of chest complications, 
but this group also contained a higher proportion 


of poor risks. More of the complications in this 
group were classified as severe than in the groups in 
which ether or spinal anesthesia was used. 

These facts show that the anesthetic per se is not 
responsible for the pulmonary complications. 

The use of carbon dioxide inhalation to increase 
the depth of respirations has been disappointing. 

The general condition of the patient rather than 
the operation or the type of anesthesia is the most 
important factor in the development of postopera- 
tive conditions in the chest. 

Abdominal operations interfere markedly with 
respiration so that bronchial secretions are retained 
instead of being expelled. Another important factor 
is the definite increase in the amount of bronchial 
secretion after such operations, regardless of the 
type of anesthetic. The explanation of this fact is 
not clear. 

The problem of the cause and prevention of post- 
operative pulmonary complications has not as yet 
been satisfactorily solved. However, it is known 
that among the preventive factors of importance are 
care to limit trauma to the minimum during opera- 
tion, skillful administration of the anesthetic, and 
careful postoperative nursing with frequent chang- 
ing of the patient’s position.. 

Mary E. Martues, M.D. 


SURGICAL TECHNIQUE 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Natin, I.: The Treatment of Carbuncle in Man 
with Anti-Carbuncular Serum. Our Results 
(Tratamiento del carbunclo humano por el suero 
anticarbuncloso. Nuestros resultados). Semana méd., 
1933, Xl, 1058. 


The author reports briefly 49 cases of carbuncle 
(anthrax) in man which were treated with the anti- 
carbuncular serum of the Bacteriological Institute 
of the National Department of Hygiene, Buenos 
Aires, in the period from November, 1928, to May, 
1931, The lesion occurred in the following sites: 
cranium, 4 cases (8.22 per cent); face, 9 cases (18.70 
per cent); neck, 15 cases (30. 60 per cent); trunk, 3 
cases (6.12 per cent); upper extremities, 17 cases 
(34.68 per cent); and lower extremities, 1 case (2.04 
per —_ With 2 exceptions, all of the lesions were 
single. 

Studies of the hydrogen-ion concentration of the 
blood were made in the cases of 13 patients, 10 of 
whom recovered and 3 of whom died. Of the to 
patients who recovered, 9 had a normal hydrogen-ion 
concentration and 1 a mild acidosis. Of the 3 
patients who died, 2 had an acidosis and 1 a normal 
hydrogen-ion concentration. 

Electrocardiograms were made in 11 cases. Of 
the 7 patients with a normal electrocardiogram, all 
recovered, whereas of the 4 with an abnormal 
electrocardiogram, 3 died. 

Smears and cultures were taken in all of the 
cases, and in all either one or both showed the 
bacillus Davaine. 

Treatment was begun between the second and the 
ninth day of the disease and varied in duration from 
one to six days. In the majority of the cases the 
fever lasted for from two to five days; the extremes 
were one and nine days. 

Anti-carbuncular serum failed to have a local 
action. During the treatment the oedema spread 
and increased in severity. The total mortality in 
this series was 18.36 per cent and the corrected 
mortality 13.03 per cent. In 2 cases with negative 
cultures septicemia developed during the treat- 
ment, and in 1 case in which the culture was negative 
blood infection was revealed at autopsy. (£dema 
of the glottis which complicated 14.5 per cent of the 
cases in which it was favored by the location of the 
lesion appeared in 2 (10.52 per cent) of the cases 
of this series. 

A review of the statistics of the José Penna In- 
stitute of Infectious Diseases, Buenos Aires, showed 
that in 682 cases of carbuncle treated there the 
highest mortality (total, 18.36 per cent, corrected, 
13.03 per cent) was in the group treated with the 
serum of the Bacteriological Institute and the low- 
est mortality (total, 5.28 per cent; corrected, 1.85 
per cent) in the cases in which peptone and the 
diathermy treatment of Destefani were given. In 
the latter group septicemia did not develop after 
the treatment had been started. (Edema of the 
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glottis did not complicate any of the 27 cases in 
which it was favored by the location of the lesion, 
the local lesion did not progress, and the duration 
of the disease was shortened. 

In conclusion the author states that in cases of 
carbuncle in man the anti-carbuncular serum of the 
Bacteriological Institute of the National Depart- 
ment of Hygiene exerts no local action on the lesion 
and does not prevent cedema of the glottis or 
septicemia. W. H. Martinez, M.D. 


Saegesser, M.: The Present Status of Tetanus 
Treatment, with Particular Consideration of 
Magnesium Sulphate Therapy (Der heutige 
Stand der Tetanusbehandlung unter besonderer 
Beruecksichtigung der Magnesiumsulfattherapie). 
Ergebn. d. Chir., 1933, XXvi, 1 


The author discusses the serum prophylaxis and 
serum therapy of tetanus. With regard to serum 
prophylaxis he discusses especially the practice in 
Switzerland. With regard to the value of serum 
treatment he concludes that theoretical consider- 
ations and animal experiments on the one hand and 
clinical experience on the other have demonstrated 
that the most rational treatment of tetanus is the 
earliest and the most generous possible administra- 
tion of serum. 

As a result of such treatment the mortality of 
tetanus has decreased from 80 per cent to between 
15 and 20 per cent. The best promise of successful 
results is offered by combined intravenous and 
intraspinal injections of the serum. Subcutaneous 
and intramuscular injections are slow in their 
action, and endoneural injections are technically 
impractical. Theoretically, subcutaneous injections 
in the proximity of wounds in addition to the in- 
travenous and lumbar administration of the serum 
seem to be of value. However, they increase the 
danger of anaphylaxis. The lumbar injection of 
serum is done best under chloroform anesthesia. 
The dose must be determined according to the 
severity of the condition. The most decisive factor 
is the general clinical impression, which is based 
essentially on the following observations: (1) the 
frequency and type of the convulsions, (2) the 
degree of muscle contracture, (3) the degree of 
fever and the pulse rate, (4) the duration of the 
period of incubation, and (5) the interval between 
the appearance of tetanus and the beginning of 
specific treatment. 

Severe tetanus cannot be cured with serum alone. 
In addition to serotherapy, symptomatic measures 
are essential. Of importance among the latter is the 
use of magnesium. The author discusses in detail 
the physiological properties of magnesium and its 
effect on man and animals after its intravenous, 
subcutaneous, intramuscular, rectal, and spinal ad- 
ministration. For the treatment of tetanus, only the 
lumbar method is to be considered. According to 
Melzer, 1 c.cm. of a 25 per cent solution of mag- 
nesium sulphate per 10 kgm. of body weight should 
be injected. For adults, the author recommends an 
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initial dose of 3 c.cm. of a 25 per cent solution 
followed by a gradual increase in the amount to 6 or 
7 ¢.cm. in twenty-four hours. Spinal injections 
should not be given to children under ten years of 
age. In the cases of children between ten and twenty 
years old the initial dose should be 2 c.cm. of a 25 
per cent solution. This procedure is of advantage 
because the smallest doses give a certain and sus- 
tained effect. A possible respiratory paralysis is not 
a dangerous complication if artificial respiration is 
continued sufficiently long. The intraspinal adminis- 
tration of magnesium may be combined advantage- 
ously with the intravenous injection of larger doses 
of serum. 

In conclusion the author discusses the use of 
sedatives and local anesthetics, particularly avertin. 

H. Gross (Z). 


Krymoy, A.: 
Frage der latenten Gasinfektion). 
1933, XXViii, 300. 


Latent Gas-Bacillus Infection (Zur 
Nov. chir. Arch., 


As the result of the extensive experience gained 
during the World War it became known that gas 
bacilli are capable of remaining in a latent state 
both in the deep tissues and on the surface of the 
body. They require only favorable circumstances 
to flare up and multiply rapidly. According to the 
literature, their average period of latency is about 
one year. 

The author reports a case in which the gas bacilli 
persisted for a period of fifteen years in the leg of a 
man thirty-eight years old who was wounded during 
the World War. Gas infection developed following 
an operation for pseudarthrosis (bone suture and 
free bone transplantation) and terminated fatally 
after a few days. Bacteriological examination of the 
pus revealed Gram-positive diplococci and_per- 
fringens bacilli. 

To answer the question as to how one may guard 
against the development of latent gas bacilli, the 
author reports the case of a man fifty-one years old, 
whose left arm was amputated following a gunshot 
wound with the development of gas-bacillus infec- 
tion. Eight months after the operation the anaérobes 
were discovered in the wound secretion (pus) of the 
humeral stump in association with osteomyelitis of 
the stump. Intramuscular injections of anti- 
gangrene serum (10 c.cm. of serum and 100 c.cm. 
of physiological salt solution, and seven days later, 
15 c.cm. of serum and physiological salt solution) 
were made. Following this treatment the Gram- 
positive diplococci and perfringens bacilli dis- 
appeared, but the ordinary pyogenic cocci remained. 
Exarticulation of the humerus was followed by re- 
covery. 

The author concludes that when an ordinary sup- 
purative infection persists after a gas phlegmon with 
a favorable course, the wound secretion should be 
examined for anaérobes, and that prophylactic 
injections of anti- -gangrene serum should be made 
after every operation for gunshot wound. 

G. Autpov (Z). 
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Galli, R.: The Bacteriophage in the Ambulatory 
Treatment of Localized Inflammatory Processes 
(Il batteriofago nella cura ambulatoria delle lesion; 
flogistiche localizzate). Ann. ital. di chir., 1933, xii, 
783. 


The practical application of the bacteriophage 
principle is about ten years old. Favorable and even 
brilliant results have been reported. However, the 
brevity of reports in the Italian literature suggests 
that, in Italy, bacteriophage treatment has not re- 
ceived very wide attention. Only Alessandrini and 
Doria (in 1924) and Pacetto (in 1931) have at- 
tempted extensive laboratory and clinical observa- 
tions of the effect of bacteriophage. The former, 
working with polyvalent anti-typhoid phage, re- 
ported favorable results in 50 per cent of their ex- 
periments. The latter studied the problem clinically 
in local pyogenic infections. This seems to be the 
field in which the most encouraging results are ob- 
tained. 

D’Herelle believed that the phage is a living ultra 
microscopic virus which works intracellularly, killing 
and lyzing the bacteria and multiplying at their ex 
pense. This theory has not yet been disproved, 
Some bacteriologists attribute the effect of the phage 
to an enzymatic action occurring outside of, or 
within, the bacteria and possibly initiated and in- 
creased by the active principle. Others think that it 
is due to a change in the colloidal suspension of the 
bacterial culture. 

The size of the bacteriophage particle has been 
estimated at 1/30,000 of a micron. Centrifugalizing 
at 12,000 revolutions per minute will carry it down. 
It resists higher temperatures than bacteria. Cer- 
tain antiseptics are able to inactivate it. Its action 
is inhibited by an acid reaction of the medium, and 
even by normal saline solution, but not by water. 

Phages are ubiquitous and may be found in any 
fluid which is contaminated by excreta, especially by 
the fecal matter of convalescent patients. They are 
easily isolated by filtration. They vary in potency 
when first isolated, and their potency may be in- 
creased by repeated passages. They may have the 
deleterious effect of stimulating the growth of 
bacteria which resist their lytic action. During the 
process of gross lysis, swelling and loss of coloration 
of the bacteria may be observed on microscopic 
examination. When the lysis is complete nothing 
can be seen. With the ultramicroscope, small bodies 
may be seen within the bacteria during the process of 
lysis. When the cells break, they are discharged into 
the surrounding medium. After completion of the 
lysis, even the ultramicroscope shows nothing. 

The bacteriophage is harmless and can be given in 
large quantities and transmitted from person to per- 
son with the production of exogenous resistance. It 
may be given by mouth, rectum, or bladder, intra- 
venously, subcutaneously, or by local application. 
Although intravenous administration is most effec- 
tive, it is often followed by severe reactions. Local 
injections are safest. Subcutaneous injection at a 
site distant from the lesion is not so effective and 
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may produce an antiphage which neutralizes the 
phage before the latter can reach the lesion. An anti- 
phage may be developed also by intravenous in- 
jection. Phage multiplies only in the presence of 
voung living bacteria; it does not grow alone. There- 
fore it appears to be an obligatory parasite. 

Galli describes the beginning of the therapeutic 
use of phage. He concludes that the results reported 
have been more than good, and he regrets that phage 
treatment has not been given the consideration in 
Italy which he believes it deserves. The recent 
success of Pacetto led him to try it in local sup- 
purative lesions. The results confirmed those of 
Pacetto. Galli believes that the phage is best given 
in small doses. These multiply locally and are free 
from the disadvantage of causing pain. Local in- 
jection with a syringe in all parts of the inflamed area 
is effective. Local application may be made with 
compresses soaked in phage uniformly distributed. 
This treatment is effective especially in open wounds 
and fistulous tracts. If an abscess has formed and 
not been opened it may be emptied by excentric 
aspiration and irrigated with phage, a few cubic 
centimeters of the phage solution being left in the 
cavity. 

In presuppurative inflammatory processes it is 
practical to inject the lesion with a small needle in 
several places along the margin. This injection may 
be repeated or not, according to the course of the 
disease. Often one application is enough to stop the 
development of a suppurative process, but in some 
cases injections given daily or on alternate days are 
necessary. If there is no favorable effect after one 
or two injections, surgery is indicated; persistence 
in the treatment is useless as it may be assumed that 
the condition is due to phage-resistant organisms 
and further injection may give rise to the formation 
of an antiphage. 

Galli employed practically the same technique 
throughout his series of cases. He used a stock 
Italian phage and two French phages, one staphy- 
lococcus-specific and one polyvalent (‘‘pyophage’’). 
To save time, he began the treatment before isolating 
the organism and testing it for susceptibility to the 
phage. Later he used the phage which he had demon- 
strated to be potent in vitro. For closed wounds and 
abscesses he used the staphylococcus phage, and for 
open wounds the pyophage. He reports forty-five 
cases. Fifty-two patients were treated, but seven 
did not return after the first injection. All were 
ambulatory. The results were good in thirty-nine 
and poor in six. 

In two of the cases in which the treatment failed, 
no test of the potency of the phage was made. Fail- 
ure in the four other cases may have been due to the 
presence of an antiphage in the blood. However, no 
tests were made for this. In these six cases Galli 
used autogenous hemotherapy. This is believed to 
desensitize the body and permit the phage to act. 
However, Galli does not state whether it was effec- 
tive. The reactions were never severe and were all 
of brief duration, lasting no longer than twenty-four 
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hours. The patients sometimes complained of pain- 
ful tension in the lesion. As a rule there was no rise 
in the temperature. The reactions were followed by 
striking cessation of the pain and subsidence of the 
throbbing. Galli believes that these results alone 
are worth the trouble of the injections. He is of the 
opinion that the treatment should be given as early 
as possible as chronic conditions are more resistant 
and by early treatment scar formation is avoided. 
Frank L. MELENEy, M.D. 


AN ZSTHESIA 


Flexer-Lawton, G.: A Study of French Methods of 
Anesthesia Made Under the Direction of Pro- 
fessor Desmarest, Chief Surgeon of the Am- 
broise Paré Hospital, Paris. Anes. & Anal., 1933, 
xii, 181. 

The author reviews the methods of anesthesia 
currently used in France. From the replies received 
to a questionnaire, it was learned that most French 
surgeons are eclectic in their opinions regarding 
anesthesia, at any rate general anesthesia. Forty- 
two of the 80 surgeons answering the questionnaire 
favor ether; 42, Schleich’s mixture (a combination of 
chloroform and ether with ethyl chloride); and 11, 
chloroform. However, all are of the opinion that 
local anesthesia should be used only in minor 
surgery. The author agrees with Desmarest that the 
introduction of an anesthetic into the tissues is not 
without serious risk. He states that for the excision 
of a whitlow, for example, nitrous oxide anesthesia 
seems to him superior to regional or local anesthesia, 
and that the ethyl chloride used by so many surgeons 
must be more dangerous than a short nitrous oxide 
narcosis. 

The majority of the surgeons recommending spinal 
anesthesia believe it is indicated in cases of pelvic 
surgery in addition to cases in which the lower parts 
of the body are to be operated upon. ‘The author is 
surprised to find that so many surgeons prefer spinal 
anesthesia for major surgical operations. 

Because of the shock produced by long operations 
with a more or less considerable loss of blood, it 
seems difficult to the author to believe that recourse 
should be had in such operations to a type of 
anesthesia which lowers the blood pressure. The 
author believes that such anesthesia must increase 
the shock and is therefore dangerous. 

Ether narcosis hes very definite risks as the pul- 
monary complicaticns which may follow its use are 
often fatal. Desmarest has seen cases in which an 
operation performed under ether anasthesia was 
followed by inflammation of the lungs and although 
the patient was apparently cured of this complication 
when discharged he later returned to the hospital 
suffering from abscesses of the lungs. 

The chief aims in the induction of anesthesia 
should be the suppression of fear and pain without 
injury to the organism. ‘These requirements seem 
to the author to be met best by the use of nitrous 
oxide combined with oxygen and avertin. lor the 
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proper use of these anesthetics, however, the 
anesthetist must be skilled, careful, and able to 
decide the correct dosage of the gas for the given 
patient. 

In conclusion the author says that it is now every- 
where realized, except perhaps in France, that the 
induction of anesthesia should be intrusted only to 
specialists. It is a hopeful sign that young French 
surgeons are beginning to demand professional 
anesthetists. In time, no doubt, France will have 
its own journals devoted to anesthesia and schools 
for the training of anesthetists. 

M. SALMONSEN. 


Druener, I.: Local and Conduction Anesthesia 
(Ueber oertliche Betaeubung und Leitungsanaes- 
thesie). Deutsche Ztschr. f. Chir., 1933, ccxl, 481. 


Since in the presence of hypersensitiveness ap- 
parently harmless local anesthesia may damage the 
tissues, the concentration and quantity of an anes- 
thetic used should always be the minimal concen- 
tration and quantity that will meet the requirements. 
The injection should be made only where the swelling 
produced thereby will be visible as under these 
conditions injection into a blood vessel will be 
unlikely. 

On the basis of the principle that the anesthesia 
should be limited to the regions in which it is re- 
quired by the operation, the author recommends for 
amputation of the thigh, for example, conduction 
anesthesia of the sciatic, femoral, obturator, and 
femoral cutaneous nerves. The first two nerves are 
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exposed under local anesthesia so that 10 c.cm. of 
a \% per cent solution of novocain may be injected 
directly into the nerve trunk. Ten cubic centimeters 
of a 1 per cent solution of novocain are then injected 
about the other nerves. 

Conduction anesthesia is recommended also for 
abdominal operations. As the nerves always lie in 
immediate proximity to the vascular trunks, they 
may be reached with the anesthetic fluid by inject- 
ing in the neighborhood of the vessels. The “‘vascular 
anexsthesia”’ produced by injections around the 
appendicular artery permits painless removal of the 
appendix. For gastric operations, injections are made 
about the four accessible gastric arteries and, after 
division of the stomach, the branches of the tripod of 
Haller. Taking an intussusception operation as an 
example, the author shows that after injections 
about the superior mesenteric artery an extensive 
bowel resection may be done without causing pain. 
This procedure is preferable to splanchnic anesthesia 
as the latter gives adequate anesthesia only for 
operations in the upper abdomen. Spinal anesthesi: 
induced even according to the new method of 
Kirschner has the disadvantage that in abdominal 
operations it almost always requires local supple- 
mentary anesthesia. If complete freedom from pain 
is desired, at least twelve segments must be excluded 
for operations in the upper abdomen. As this pro- 
cedure is associated with danger which cannot be 
disregarded, simple local anesthesia with conduction 
anesthesia in the form of vascular anesthesia is 
preferable. A. BRUNNER (Z). 


PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


De Carvalho, L., and Moniz, E.: The Visibility of 
the Pulmonary Vessels (Angiopneumography). 
Acta radiol., 1933, xiv, 433. 


The investigation reported was begun by the use 
of various methods of visualization in experiments 
on animals. Some of these methods, although prov- 
ing satisfactory in animals, could not be employed 
in clinical studies. After having successfully passed 
sounds into the vessels of animals, the authors de- 
cided to use this method in clinical studies, it hav- 
ing been successfully employed for such studies pre- 
viously by Forssman. 

The procedure began with the introduction of a 
specially constructed sound equal in caliber to a 
No. 12 or No. 14 ureteral sound through a trocar 
introduced into one of the cubital veins. The prog- 
ress of the opaque sound was followed fluoroscopi- 
cally, small quantities of physiological salt solution 
being injected simultaneously. The sound was 
passed as far as the auricular cavity and the roent- 
gen apparatus made ready. Then, the patient hav- 
ing been instructed to inhale deeply and remain 
still, from 6 to 8 c.cm. of a 120 per cent sodium 
iodide solution were injected and the film was ex- 
posed immediately on completion of the injection, 

The patients did not experience any noteworthy 
discomfort. At most, there was only some coughing 
and a slight headache. Signs of iodism, which were 
mild, occurred in only 3 per cent of the cases. The 
iodine appeared to have no untoward effect on tu- 
berculous lesions in the forty-eight cases in which 
the test was made. Failure in the procedure can 
usually be ascribed to: (1) too long delay of ex- 
posure of the film after the injection; (2) too long 
an exposure; or (3) an interauricular flow of the 
opaque material so small that the necessary con- 
centration of 2 per cent is not reached. 

The authors are of the opinion that it is still too 
early for definite statements as to the interpretation 
of the roentgenograms made by angiopneumog- 
raphy, but believe that the method has opened a 
new field of study. It shows that the normal pul- 
monary design is due to vessels and not to bronchi. 
The article contains the plain roentgenogram and 
the corresponding angiopneumogram made under 
normal conditions and in certain pathological con- 
ditions such as sclerosed lesions in which the cir- 
culation is reduced. The contrast between these 
roentgenograms is striking. E. E. Bartu, M.D. 


Stewart, F. W.: Radiosensitivity of Tumors. Arch. 
Surg., 1933, XXVii, 979. 


The mechanism by which irradiation injures tis- 
sues and tumors is as yet vague. It was early 


realized that the more embryonic tumors were much 
more responsive to irradiation than the adult types. 
The cells of these tumors are delicate and perhaps 
have a high metabolic rate. The relation of radio- 
sensitivity to mitosis is still debatable. The degree 
of radioresistance seems to depend upon the tissue 
origin. Anemic and cachexic persons tend to 
respond poorly to irradiation. Anaplastic tumors 
tend to be radiosensitive, while desmoplastic tumors 
are apt to be radioresistant. The effect of irradia- 
tion on tumors is a complex problem. A direct action 
of irradiation on the cell can hardly be denied. Other 
important factors are vascular changes produced in 
the tumor and the tumor bed. Repair of irradiated 
tissue begins with lymphocytic exudation. An indo- 
lent type of connective tissue (abortive fibrosis) 
may result from severe tissue damage which, in 
turn, is very radioresistant. This type of fibrosis 
occurs after repeated or unsuccessful irradiation. 
The integrity of the circulation in the tumor bed is 
essential for a normal response to irradiation. 

Radiosensitivity is a relative property of tumors. 
It does not mean the certainty of a cure. Neither 
does radioresistance mean that a tumor is not cur- 
able by irradiation. Tumor regression may be 
rapid or require days, weeks, or months. 

Among the intra-oral carcinomata, the papillary 
tumors are apt to be the most sensitive. Tumors of 
long standing and possessing infiltrative charac- 
teristics are often desmoplastic and resistant./ Adult 
squamous carcinomata as a group tend to be radio- 
resistant. Carcinomata of the hypopharyngeal region 
are moderately to highly radiosensitive. Metastatic 
lymph nodes vary, but tend to be slightly more 
resistant than the primary tumors. Tumors of the 
salivary glands are not very radiosensitive. A few 
mixed tumors have yielded to interstitial irradiation. 
Squamous carcinomata' of the nose or sinuses, 
developing either locally or on a polypoid base, are 
radioresistant. Many epidermoid carcinomata ex- 
hibiting the structure of transitional carcinoma or 
lympho-epithelioma are markedly sensitive. 

In general, irradiation of carcinomata of the lungs 
has been unsatisfactory. 

In epidermoid carcinoma of the cesophagus the 
results of irradiation are often disappointing. Gastric 
epithelium tends to be radioresistant, and radio- 
sensitive cancers of the stomach are rare. Carcino- 
mata of the large bowel, with the exception of a 
few cellular adenocarcinomata of the cecum, tend to 
be radioresistant. Rectal carcinomata are resistant 
and beneficial results in cases of such tumors are 
thought to be due to caustic interstitial irradiation 
rather than radio-sensitivity. Epidermoid carcinoma 
of the anal canal exhibits the usual sensitivity of this 
type of tumor elsewhere. 
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Carcinomata of the breast, as a group, are rela- 
tively radioresistant. The author is not impressed 
with the interstitial method of attack in their 
treatment. The diffuse duct cancers are usually 
radiosensitive to external irradiation. Radiosensi- 
tivity of breast cancers is difficult to predict accu- 
rately. Axillary disease often exhibits satisfactory 
regression. Many dermal and skeletal metastases 
yield remarkably to irradiation with relief of pain. 
In some cases of breast carcinoma in young women 
roentgen castration seems to increase radiosensi- 
tivity. 

The cervix tolerates enormous doses of irradia- 
tion. The cellular anaplastic varieties of carcinoma 
are highly sensitive. The author believes that there 
is little, if any, relation between sensitivity and cure 
with the methods of treatment generally employed 
in cases of epidermoid carcinoma of the cervix. 
There is little literature on the relationship of struc- 
ture to radiosensitivity in carcinoma of the body 
of the uterus. Statistics are numerous on curability 
but not on sensitivity. Many of these tumors are 
superficial and yield to the caustic action of radium. 
The epidermoid carcinoma of the vagina and vulva 
is similar in structure to that of the cervix and 
tends to respond similarly. The response of myoma 
of the uterus is probably due to the effect of irra- 
diation on the ovaries rather than upon the tumor. 
Myosarcoma is rare. In only one of the author’s 
cases was the lesion markedly retarded, and after 
four years the disease is showing activity. Not much 
is known concerning the correlation between tumor 
type and radiosensitivity in ovarian tumors. The 
diffuse embryonal carcinomata are radiosensitive, 
often markedly so. The lower grades of papillary 
ovarian carcinoma yield very well to irradiation. 
Malignant granular-cell carcinoma tends to be radio- 
sensitive. 

Among the malignant tumors of the kidney, the 
papillary and solid renal adenocarcinomata and the 
hypernephromata are quite radioresistant. Although 
Wilm’s tumors are often extremely radiosensitive, 
recurrence is almost inevitable with acquired radio- 
resistance. Contrary to the behavior of neurogenic 
tumors, small-cell neurocytomata of the suprarenal 
gland are markedly sensitive. 

Radiosensitivity of embryonal carcinoma of the 
testis is dependent upon both histological structure 
and anatomy. Teratomata of adult type are radio- 
resistant. Adenocarcinoma is moderately sensitive, 
highly malignant, and prone to form extensive and 
hopeless metastases. Embryonal carcinoma with 
lymphoid stroma is highly sensitive. The metastases 
of embryonal carcinoma of the testes are prone to 
be more sensitive than the primary tumor or lesion. 

In cases of tumors of the urinary bladder the re- 
sults of irradiation are not encouraging. Little is 
definitely known as to the relation of sensitivity 
to structure. 

Of the carcinomata of the thyroid, the papillary 
adenocarcinoma (Grade 1) is relatively sensitive; 
the adenocarcinoma (Grade 2) may or may not be 
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relatively sensitive; the spindle-cell and giant-cell 
carcinoma are very resistant; and the round-cell 
carcinoma, difficult to diagnose, is radioresistant. 
Benign giant-cell tumors of the bone regress fa- 
vorably with moderate therapy, probably because 
of a slow process of sclerosis. The cartilaginous 
variation of this tumor tends to do well after ir- 
radiation. The aneurismal type is less sensitive. 
If a giant-cell tumor has broken through its capsule, 
the response is less satisfactory. Sclerosing osteo- 
genic sarcomata are extremely resistant. Osteogenic 
chondrosarcomata may regress under massive doses 
but nearly always recur. Periosteal osteogenic sar- 
coma is resistant, but not as markedly resistant as 
the sclerosing type. Small-cell osteogenic sarcomata 
of the cellular telangiectatic type tend to show 
marked regression. Large spindle-cell and giant 
cellftelangiectatic osteolytic tumors show little re 
gression. Destructive osteolytic sarcomata tend to 
recur after regression. As a palliative measure, ir 
radiation is often very helpful in many resistant 
types. Although they tend to recur, most endothelia! 
myelomata are highly radiosensitive. The various 
myelomata, the plasmocystoma, myeblastic mye- 
loma, and lymphoid myeloma, are exceedingly ra- 
diosensitive tumors. Metastatic lymphosarcoma to 
bone and Hodgkin’s disease in bone tend to be 
sensitive. Liposarcoma of the bone is moderately 
to markedly radiosensitive. The xanthomatous 


“tumors” tend to heal after irradiation. 
Neurogenic sarcoma, neurinoma, schwannoma, 
peripheral glioma, and perineural fibroblastoma are 
very apt to be radioresistant, although certain rap- 
idly growing tumors called ‘“‘neurogenic sarcomata”’ 


have shown marked sensitivity. The so-called 
fascial sarcomata are resistant, irradiation being 
usually unsatisfactory. 

Liposarcoma, contrary to other soft-tissue sar- 
comata, is moderately to markedly radiosensitive. 
Melanomata are almost uniformly highly radio- 
resistant, about 2 per cent showing some degree of 
sensitivity. Many varieties of angiomata occur 
which vary in their sensitivity. Lymphangiomata 
are highly resistant. 

Basal-cell epitheliomata are relatively radiosensi- 
tive except when adenoid features are present. 
Previous insufficient irradiation increases the re- 
sistance of the tumor and decreases that of the tumor 
bed. The lymphoma group, including lymphoma, 
lymphosarcoma, lymphogranuloma, and leukemia, 
are radiosensitive, many of them markedly so. 
Thymoma are frequently diagnosed roentgeno- 
graphically and often regress under irradiation, but 
are difficult to verify at autopsy. 

Tumors of the brain, as a group, exhibit little 
radiosensitivity. Astrocytomata and medulloblas- 
tomata probably are benefited most by irradiation. 
Certain types of pituitary tumors are somewhat 
radiosensitive. Information with regard to the be- 
havior of orbital and bulbar tumors is scant. Neuro- 
epithelioma of the retina and retinoblastoma have 
shown some regression, but recur as a rule. Cures 
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of retinal glioma from external irradiation have been 
reported. E. E. Barta, M.D. 


RADIUM 


Carulla, V.: Technique for Obtaining the Greatest 
Selectivity of Irradiation (Técnica para obtener 
la mejor selectividad de la radiacion). Arch. de 
méd. cirurg. y especial., 1933, Xiv, 1268. 


The author maintains that so-called selectivity is 
in reality a complex conception depending upon 
multiple factors. The quality of the rays is of im- 
portance, but is not specific, and selectivity is not 
proportional to the progressive decrease in wave 
length. Nevertheless, the quality of the rays is a 
relative factor in selectivity since dosage and ab- 
sorption condition it strictly. From the biological 
standpoint, the spacing of the dosage and the phases 
of cellular sensitivity are also determining factors. 
Furthermore, the various considerations which inte- 
grate the technique limit the selectivity of effects. 

In radium therapy there is no one technique of 
universal application. Different techniques are in- 
dicated for different cases. To evaluate a method, 
each of its constituent factors must be analyzed 
with regard to the best conditions for selectivity. 
Attainment of the most favorable wave lengths re- 
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duces itself to a question of filtration sufficient for 
the selection of the shortest gamma rays. In order 
to obtain more favorable absorption the focal dis- 
tance must be increased, or if this is impossible, 
an exclusively local technique must be used. The 
dosage will always be the maximum compatible 
with the tolerance of the supporting and adjacent 
tissues, but its spacing renders it more tolerable and 
allows us to take advantage of the periods of great- 
est cellular sensitivity. 

Telecurietherapy, in spite of favorable conditions 
of instrumentation and the great quantity of radium 
used, has not yet fulfilled the expectation that it 
might become a universal technique of superior 
selectivity. Possibly it will not pass beyond the 
stage of an additional technique with precise indica- 
tions in certain deep cancers, but without replacing 
the local techniques which are more generally 
practicable. In the great majority of cases, however, 
the classical techniques meet the indications. 

As a last resort, we must sacrifice scruples con- 
cerning selectivity in order to gain definite thera- 
peutic results in the treatment of tumors. It may 
be necessary to use techniques which, although not 
necessarily the most selective, give the highest 
incidence of cure in a given type of case. 

M. E. Morse, M.D. 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Marx, J.: The Effect of Carbon Dioxide Inhalation 
on the Coagulation of the Blood (Die Wirkung 
der Kohlensaeure-Einatmung auf die Blutgerin- 
nung). Orvosi hetil., 1933, p. 728. 


Various investigators have emphasized the ac- 
celerating effect of carbon dioxide inhalations on the 
coagulation of the blood. In cases of parenchym- 
atous hemorrhages which are difficult to stop 
(cholemia, uremia), mucous membrane hemor- 
rhages (bladder, nasopharyngeal space), and post- 
operative hemorrhages (diabetic carbuncle, goiter) 
use is made of teleohamostyptic substances (calcium 
preparations, horse serum, parathyroid extract) in 
addition to the usual tamponades. The action of 
these auxiliary substances is undetermined. 

In the practical use of carbon dioxide it is possible 
to obtain a teleohemostyptic action simply by in- 
halation in contrast to the hitherto customary in- 
jections and the intravenous injections advised 
against by many. 

The first series of experiments reported by the 
author were carried out on guinea pigs to determine 
the effect of carbon dioxide on the bleeding time and 
clotting time. Following incision of the .ears or 
cardiac puncture, carbon dioxide up to 5 volumes per 
cent was carefully introduced from above into the 
containers in which the animals were placed. In the 
second series of experiments ten patients who were 
about to be subjected to herniotomy were studied 
with respect to changes in the bleeding and clotting 
time after the inhalation of carbon dioxide by means 
of the Vitafer apparatus, the first-aid apparatus 
ordinarily used in the treatment of asphyxia result- 
ing from poisoning, drowning, or hanging. 

In normal persons the clotting time was diminished 
by 53 per cent and the bleeding time by 70 per cent 
after a five-minute period of carbon dioxide in- 
halation. After a fifteen-minute period, the clotting 
time was diminished by 25.6 per cent and the bleed- 
ing time by 30.8 percent. A quarter of an hour after 
the inhalation the thrombocyte count was increased 
by 22.7 per cent. Practically, these findings in- 
dicate that after a single inhalation as well as after 
inhalations lasting for four or five minutes and re- 
peated at intervals of from twenty to thirty minutes 
a cessation of parenchymatous as well as of capillary 
hemorrhages may be expected. 

The advantages of carbon dioxide inhalation are 
summarized as follows: 

1. It makes the inconvenient, and by many re- 
garded as dangerous, intravenous injection un- 
necessary (inaccessible veins, the possibility of 
paravenous injection, and thrombosis of the vein). 


2. As a preparatory measure before operation 
(leukemia, icterus, tonsils), the administration of 
the inhalation can be entrusted to a nurse. 

3. The action of the carbon dioxide inhalation 
appears more rapid than that of medicaments 
hitherto employed to hasten blood clotting. 

An undesirable effect has never been observed at 
any time. At the clinic of Bakay in Budapest, carbon 
dioxide inhalations have been used for years to 
aérate the lungs at the end of anesthesia. 

In spite of its advantages, carbon dioxide inha- 
lation cannot be employed indiscriminately in all 
cases. In cases of heart disease and cases of high 
blood pressure it is contra-indicated. 

The author recommends the use of carbon dioxide 
inhalations in cases of parenchymatous hemorrhages 
and as a prophylactic measure from ten to fifteen 
minutes before operations which will probably be 
accompanied by considerable parenchymatous 
haemorrhage. EMMERICHE ILLfs (Z). 


Teneff, S., and Musso, E.: The Hemoglobin Level 
and the Function of the Liver in Surgical Dis- 
eases and in Relation to Operation and Anzs- 
thesia (Il ricambio emoglobinico e la funzionalita 
epatica nelle malattie chirurgiche ed in rapporto coll’ 
intervento e coll’ anestesia). Clin. chir., 1933, ix, 
1019. 


Teneff and Musso report observations they made 
on the hemoglobin level in: (1) various surgical 
conditions, (2) the postoperative period following 
operations of varying severity, and (3) following 
various types of anesthesia. 

In one case of tuberculosis of the knee, three cases 
of gastroduodenal ulcer, one case of postoperative 
adhesions following gastro-enterostomy for gastric 
ulcer, three cases of appendicitis, and one case of 
inguinal hernia a definite increase in the elimination 
of urobilin was found. In the one case of chole- 
cystitis there was no change. The authors believe that 
the increase was due to a certain degree of hepatic 
insufficiency and possibly also to individual variations 
in the elimination of the hemoglobin derivatives. 

In the postoperative group of cases studied an 
attempt was made to find a relationship between 
the hemoglobin and hepatic insufficiency. It has 
been shown clinically, experimentally, and _histo- 
logically that chronic infections, especially appendi- 
citis complicated by colitis, may seriously impair 
liver function, and that alcohol, errors in diet, con- 
stipation, and various constitutional factors may 
tend to suppress an already lowered hepatic func- 
tion to a varying degree. A decrease of liver function 
may be latent or well compensated, as shown by 
the fact that in the pre-operative period of observa 
tion the excretion of bile may be normal but post 
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operatively there may be a sudden and marked 
elimination of hemoglobin. The operation, the pre- 
operative and postoperative treatment, the closure 
of the abdomen, and fever, which may put an extra 
load on the liver in a way that is imperfectly under- 
stood may produce the manifestations of hepatic 
insufficiency. For these reasons it is desirable to 
examine the patient from as many angles as is 
feasible to ascertain the exact status of the function 
of the liver. A decrease of function may exist with- 
out any relationship to the surgical disease under 
consideration and may vary in patients with the 
same disease. 

With regard to the hemoglobin metabolism and 
hepatic function in the postoperative period there 
are two possibilities to be considered: an already 
existing latent insufficiency and an insufficiency 
brought on in a normal liver by the surgical pro- 
cedure. Often it is impossible, by careful tests of 
hepatic function before operation supplemented by 
careful consideration of the history and physical 
examination, to make an accurate estimate of the 
condition of the liver. In four of the author’s cases 
a marked increase in the metabolism of hemoglobin 
was found and there was the likelihood of hepatic 
insufficiency. In eight other cases there was a defi- 
nite increase in bile in the feces and of urobilin in 
the urine. In five cases there was no increase in 
the bile in the faces and only a slight increase in 
the urobilin. As in this group serious operations had 
been performed, the authors believe it difficult to 
affirm that there is a definite relationship between 
the gravity of operation and destruction of hemo- 
globin. 

With regard to the relationship of the hemoglobin 
level following anesthesia the authors state that in 
two of their cases the operation was done under 
general ether anesthesia; in two, under general 
anesthesia induced with ethyl chloride; in two, 
under spinal anesthesia induced with novocain; in 
seven, under peridural anesthesia induced by 
Dogliotti’s method; and in four, under local anes- 
thesia. The two patients operated on under ether 
anesthesia showed a marked increase in the excre- 
tion of hemoglobin derivatives. Those operated 
upon under ethyl chloride anesthesia also showed 
an increase in hemoglobin metabolism. Of those 
operated upon under spinal anesthesia, one showed 
an increase, but this may have been due to tuber- 
culosis rather than the anesthesia. The other 
showed no change. Five of the patients operated on 
under epidural anesthesia showed an increase in 
bile salts and urobilin and two showed no change. 
Of the four operated upon under local anesthesia, 
two showed an increase and two no increase of hemo- 
globin metabolism. From these results it is evident 
that the greatest changes follow general anesthesia. 

The results of the authors’ study of hepatic func- 
tion agree with those reported by others. However, 
the authors believe it™is impossible*to estimate"the 
efiect of anesthesia alone on hepatic function or on 
the breakdown of hemoglobin because it is impos- 
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sible to estimate exactly the pre-operative status of 

these functions or of the hematopoietic organs or to 

exclude the effect of the surgical intervention. 
EvuGENE T. Leppy, M.D. 


Colucci, C.: The Importance of Purpura in Surg- 
ery. Some Considerations of a Group of Cases 
of Purpura (L’importanza delle porpore in chi- 
rurgia. Considerazioni su di un gruppo di casi di 
porpora). Policlin., Rome, 1933, xl, sez. chir. 642. 


Colucci reports studies he made in three cases of 
the abdominal purpura of Henoch with symptoms of 
disease of the appendix and four cases of the purpura 
haemorrhagica of Werlhof. 

Henoch’s purpura is important surgically as it 
may cause symptoms of an acute abdominal crisis 
such as appendicitis or acute obstruction and there- 
fore indicate exploration. One of the most important 
signs of the condition is intestinal hemorrhage. This 
is due to changes in the mucous membrane of the 
bowel which are the same as those causing bleeding 
elsewhere in the body. In a given case there may 
be hemorrhage due to the disease alone or to both 
the disease and mechanical factors caused by the 
obstruction of the bowel. Characteristic of the 
course of the affection is the occurrence of recurrent 
crises of abdominal symptoms. Frequently there are 
accompanying joint pains. It is not uncommon to 
see cases in which a skin eruption is infrequent or 
absent. In two cases observed by the author there 
was a strawberry tongue early in the course of the 
disease. Purpura should be considered in every case 
in which surgical exploration of the abdomen reveals 
no definite cause for the symptoms. 

In the second part of the article Colucci discusses 
the purpura hemorrhagica of Werlhof with special 
reference to its surgical treatment. In the four cases 
of this condition which he reports splenectomy was 
followed by great relief of the general symptoms of 
the diathesis, but not of the skin condition. Histo- 
logical study of the spleen showed marked vascular 
changes. EucGENE T. Leppy, M.D. 


Faure-Beaulieu, M., and Brun, C.: Malignant 
Granulomatosis and the Developmental Cycle 
of Tuberculosis Virus (Granulomatose maligne et 
cycle évolutif du virus tuberculeux). Presse méd., 
Par., 1933, No. 92, 1905. 

There is still a great deal of discussion as to wheth- 
er malignant granulomatosis is a tuberculous disease. 
The authors attempted to settle the question by a 
bacteriological study of cultures obtained by inoc- 
ulating guinea pigs with material from typical 
malignant granulomatosis in a woman twenty-three 
years of age. 

The first animal inoculated showed a typical 
malignant granulomatosis without signs of tuber- 
culosis. On the second passage it presented signs of 
atypical tuberculosis. Cultures made from its 
spleen and carried through different cultures on 
different *media, which are described in detail, 
showed at first fine granulations, barely visible, 
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most of them cyanophile and some of them acid- 
resistant. Later these fine granulations disappeared 
almost entirely and were replaced by cocci and 
coffee-bean-shaped diplococci. These in turn gave 
place to a network of finely branched mycelial fibers 
in the meshes of which there were still some dip- 
lococci. These were succeeded by slender bacilli 
which were distinctly acid-fast and very similar to 
young cultures of tubercle bacilli. Just as the 
authors thought they were about to obtain pure 
cultures of acid-fast bacilli the bacilli disappeared, 
granules appeared again, and the whole cycle began 
over again. Now, after seven or eight months, the 
cultures seem to have become stabilized in the form 
of granules and diplococci, intensely acid-fast, in a 
cyanophile mycelial reticulum. 

The lesions produced by these various stages of 
the virus varied from purely inflammatory lesions 
for the granular forms to a tuberculosis with cold 
abscesses for the bacillary forms. The histological 
pictures showed epithelioid cells, giant cells, and 
caseous degeneration. 

The authors are therefore convinced that malig- 
nant granulomatosis is an atypical tuberculosis pro- 
duced by an ultravirus. The polymorphism of the 
infectious agent and its cyclical evolution explain 
the variability and complexity of the histological 
picture of malignant granulomatosis. It is true that 
the inflammation and bacillosis produced by the 
filtrable virus differ clinically and anatomically 
from malignant granulomatosis, but the same tre- 
ponema produces chancre and general paralysis. 

The article contains colored photomicrographs 
showing the different forms of the virus. 

Auprey Goss Morcan, M.D. 


Howes, E. L., Briggs, H., Shea, R., and Harvey, S. C. 
The Effect of Complete and Partial Starvation 
on the Rate of Fibroplasia in the Healing 
Wound. Arch. Surg., 1933, xxvii, 846. 


The effects of complete and partial starvation on 
the healing of wounds are of fundamental importance 
to the surgeon, but in the clinic it is not always 
possible to establish the exact nature of a mal- 
nutrition or to tell whether prolongation of the heal- 
ing time of a surgical wound is the result of mal- 
nutrition alone or of other causes. 

The authors report an experimental investigation 
which they carried out on rats with incised wounds 
in the stomach to dissociate complete and partial 
starvation from malnutrition of other types and to 
study their effects on healing wounds. To a certain 
extent the strength of the wound was found to be 
directly proportional to the degree of healing at- 
tained. Therefore the authors used strength as the 
criterion of the rate of repair. 

Theoretically, according to the findings of pre- 
vious experimentation, starvation should not delay 
the healing of a wound, but actually there are dis- 
turbing factors in association with complete or 
partial starvation which cause wounds to show, not 
an acceleration of healing, but a slow rate of repair. 
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Therefore the common belief that complete or partial! 
starvation delays the healing of wounds may be 
correct as regeneration is only one phase of healing. 

The rats studied by the authors were divided inty. 
groups of adult rats and groups of young rats which 
were completely or partially starved before and after 
wounding of the stomach. 

It was found that in adult rats the rate of return 
of healing strength in wounds of the stomach was 
not appreciably affected by complete starvation. 
Neither was it affected when one-half the require 
amount of an adequate diet was given over a short 
period of time. 

In the young rats the effect of complete ani 
partial starvation on the healing of wounds was 
quite different. With complete starvation, life was 
not maintained long enough for satisfactory deter- 
mination of the breaking strength of the healing 
wounds. With partial starvation, healing progresse: 
at the usual rate until the fifth day and then became 
definitely slower. 

The retardation of the healing of wounds in the 
stomachs of young rats on restricted diets may 
possibly be explained by a reduction, either separate 
ly or in combination, of certain elements of the diet. 
These elements are probably the vitamins, especially 
in combination with deficiency of proteins and salts. 

The study reported demonstrated conclusively the 
remarkable ability of wounds of the stomachs of 
adult animals to heal in spite of great variations in 
the amount of food consumed. This ability explains 
the clinical success of various postoperative dietary 
regimens which differ in the time when the feediny 
is begun and the amounts of food given. 

Evia M. SALMONSEN. 


Montgomery, A. H., and Wolman, I. J.: Sacro- 
coccygeal Chordomata in Children. Am. /. 
Dis. Child., 1933, xlvi, 1263. 


The authors review 108 cases of chordoma 
collected from the current literature. Fifty-eight 
of the tumors had a sacrococcygeal location. ‘The 
average age at which the patients came under ol)- 
servation was forty-nine and one tenth years. Only 
1 case of sacrococcygeal chordoma in a child could 
be found in the literature, but the authors have ob 
served and report in detail the cases of 3 young 
children with such tumors. 

In order to understand and recognize these tumors 
a knowledge of their embryonic origin is necessary. 
The term “chordoma” in present usage is restricte:! 
to the malignant form of the tumor and is not 
applied to the innocuous small nodules that may be 
found in the floor of the skull. Chordomata are 
sometimes referred to as ‘“chordoblastomata,”’ 
“chordocarcinomata,” and “chordomalignum.” A 
chordoma may be confused grossly with a myxo 
chondroma or a colloid carcinoma, but its micro 
scopic appearance is characteristic. The typical cel! 
is large, irregular, and epithelium-like with sharply 
defined margins, pale-staining cytoplasm, and a 
large vesicular nucleus. Macroscopically, the tumor 
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AGE INCIDENCE OF CHORDOMATA 


Age 


Total | Aver- 


cases | age age 


Sacrococcygeal type 


stated 


63 | 48.3 


Intracranial type 


Unusual sites along verte- 
bral column 


13 15 30 15 


appears as grayish-pink, soft, semi-translucent 
tissue divided into lobules by dense fibrous tra- 
beculea. It has a definite capsule and a nodular 
rounded contour. The more malignant rapidly 
growing chordomata have a less orderly histological 
structure. The table shows the age distribution of 
chordomata at various sites. The age given is the 
age at which the patient first sought treatment. 

As a history of trauma is frequently given in 
cases of sacrococcygeal tumor, trauma is apparently 
a factor in the development of these neoplasms. 
However, when the frequency of falls in which the 
sacral region is traumatized is considered, it is 
evident that trauma is not an important factor. It 
apparently tends to activate embryonic rests and 
aggravate the growth of the tumor. The clinical 
changes consist essentially of local manifestations 
caused by the pressure of the growing tumor on 
contiguous structures such as the pelvic bones, 
nerves, rectum, and bladder. The early location of 
the tumor seems to depend upon whether the em- 
bryonic chordal rest from which it springs is located 
within, behind, or in front of the spinal canal. The 
symptoms depend entirely on mechanical pressure 
and this varies with the position of the tumor and 
whether it has grown backward to appear externally 
or forward within the pelvis or both. Local pain is 
the most common complaint of adults but not of 
children. Urinary dysfunction occurs in about 20 
per cent of the cases. Obstipation is common. 
Terminal cachexia is rare. Metastases have been 
recorded only 8 times and have no common site. 

The authors believe that the presence of an 
encapsulated resilient tumor in the midline of the 
sacral region, especially when it is associated with 
pain in the lower part of the back, is strongly sug- 
gestive of chordoma. As a rule there is an interval 
of months or years before symptoms develop. 
Roentgenograms are disappointing in the early 
stages. In the cases of children, a history of urinary 
retention or obstipation associated with the presence 
of an obstructive pelvic tumor should suggest 
chordoma. Exploratory puncture with a_ needle 
yields a sanguineous mucoid fluid in which degener- 
ating physaliphorous cells may be found. The con- 
dition must be differentiated from teratoma, der- 


moid cyst, enchondroma, sarcoma of bone, fractured 
coccyx, myeloma, rectal carcinoma, and tuberculosis 
of the sacrum. The prognosis is unfavorable. Hope 
for cure from surgical intervention depends upon 
early complete removal before the tumor has at- 
tained a large size. Irradiation gives little relief, 
but should be tried. Emm C. Rostrsnagr, M.D. 


Coley, W. B., and Higinbotham, N. L.: Injury as a 
Causative Factor in the Development of Malig- 
nant Tumors. Av. Surg., 1933, xcviii, 991. 


Coley and Higinbotham review the literature re- 
garding the relation between injury and malignant 
tumors and from a series of cases which they have 
observed they draw the following conclusions: 

1. A single local trauma may be an important 
factor, probably the determining factor, in the 
development of malignant tumors of all types. 

2. Trauma is a causative factor more frequently 
in cases of sarcoma than in cases of carcinoma and 
in a larger proportion of cases of sarcoma of bone 
than cases of sarcoma of soft parts. 

3. The interval of time elapsing between the 
injury and the appearance of the tumor is often 
much shorter than is generally recognized. In the 
majority of cases the tumor develops within a 
month or six weeks after the injury, but in a con- 
siderable number it may develop within one or two 
weeks. The latter justify the classification of acute 
traumatic malignancy originally suggested by 
English surgeons. ELIZABETH CRANSTON. 


DUCTLESS GLANDS 


Rowntree, L. G.: Diseases of the Suprarenal 
Glands, with Special Reference to Treatment. 
Internat. Clinics, 1933, iv, 157. 


The active principle of the suprarenal medulla, 
adrenalin, was isolated by Abel in 1897. The cortical 
hormone, eschatin, the substance essential to life, 
was isolated by Swingle and Pfiffiner in 
Eschatin is capable of: (1) prolonging the lives of 
adrenalectomized animals indefinitely, (2) restoring 
moribund adrenalectomized animals to the normal 
state, and (3) overcoming the clinical manifesta- 
tions of hormonal deficiency in patients with Addi- 
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son’s disease. It is concerned with appetite and 
nutrition, the ingestion, digestion and assimilation 
of food, energy transformation, blood volume, cir- 
culatory efficiency, and the processes of oxygenation 
and hydration in the body. 

Another substance in the cortex of the adrenal 
is hexuronic acid, an isomer of glycuronic acid. In 
the opinion of Szent-Gyorgyi, who isolated it, this 
is identical with Vitamin C. It is concerned essentially 
with phenol color reactions in vitro and perhaps in 
vivo, and may possibly play a réle in pigmentation. 

The adrenal gland, particularly the cortex, is con- 
cerned in some way with the development and func- 
tion of the gonads. This is evidenced by sex changes 
observed particularly in patients with cortical 
tumors. By some, notably Marine, the suprarenal 
gland is believed to be involved extensively in 
exophthalmic goiter. 

Hemorrhage in the adrenal in the newborn is 
usually fatal. 

Tumors of the cortex of the suprarenal in the fetus 
lead to congenital pseudohermaphroditism; in the 
infant, to pubertas precox; and in the adult, to 
virilism and hirsutism. 

The treatment of cortical tumors is surgical. If 
removal of the tumor is undertaken prior to the 
development of metastases, it may result in per- 
manent cure and complete disappearance of all ab- 
normal clinical manifestations. 

Treatment of the gland by deep roentgen-ray or 
radium irradiation when operation is contra-indi- 
cated because of metastasis or some other reason 
may prove helpful temporarily. 

Medullary tumors are of three varieties: (1) 
neuroblastomata, (2) ganglioneuromata, and (3) 
paragangliomata. The neuroblastomata run a rapid 
and fatal course, and metastasize freely, particularly 
to the scalp, skull, and vertebra. Ganglioneuromata 
are benign and occur usually before the twentieth 
year of age. Paragangliomata are made up of 
chromafiin cells. 

The treatment of these tumors is surgical. 

The clinical syndrome of exhaustion, chronic 
fatigue, emaciation, a low basal metabolism, a low 
blood pressure, and loss of libido and potentia is 
frequently diagnosed as hypo-adrenalism or hypo- 
adrenia. 

In 1855, in describing the disease to which his 
name was given, Addison said: “The leading and 
characteristic features of the morbid state to which 
I would direct attention are anemia, a general 
langor, and debility, a remarkable feebleness of the 
heart’s action, irritability of the stomach, and a 
peculiar change of color of the skin occurring in 
connection with the diseased condition of the supra- 
renal capsule.” 

The remote cause of this disease from the practical 
point of view is tuberculosis of the gland in 80 to 
go per cent of the cases and atrophy of unexplained 
origin in 10 to 20 per cent. The disease is rare. It 
is most frequent between the ages of thirty and fifty 
years, and twice as common in males as in females. 


It usually passes through three stages. The first 
stage is generally characterized by unexplained 
weakness and exhaustion after an infection of the 
upper respiratory tract. The second stage, that of 
the typical clinical syndrome, is easily diagnosed. 
In the third stage collapse occurs with nausea, 
vomiting, dehydration, and toxemia. 

The onset is usually insidious, but occasionally 
acute. The most prominent symptoms and signs in 
their usual order of appearance are: (1) asthenia and 
fatigue; (2) pigmentation of the skin and mucous 
membranes; (3) anorexia, nausea, and vomiting; 
(4) loss of weight; (5) arterial hypotension; (6) 
dizziness and syncopal attacks; and (7) dehydration 
and circulatory failure. 

Addison’s disease usually pursues a downward 
course with remissions and with acute exacerbations 
which often attain the severity of a crisis. The short- 
est duration on record was eighteen days, but about 
a dozen patients have survived ten years. 

As a rule the diagnosis can be made on the basis of 
progressive asthenia, gastro-intestinal irritability, 
pigmentation of the skin and mucous membranes, 
feeble heart action, and low blood pressure, par- 
ticularly when these occur in a patient who has or 
has had tuberculosis. 

The treatment of Addison’s disease is undergoing 
a radical change. The important considerations are: 
(1) general care of the patient; (2) substitutional 
therapy with cortical hormone; (3) the prevention 
or management of dehydration; and (4) treatment 
of the underlying tuberculosis. 

The aqueous soluble cortical hormone of the adre- 
nal gland isolated by Swingle and Pfifiner controls the 
clinical manifestations of adrenal insufficiency im- 
mediately in the vast majority of cases if it is given 
in adequate amounts and at proper intervals. The 
most potent preparation contains approximately 80 
dog units per cubic centimeter, an amount repre- 
senting the hormonal content of approximately 50 
gm. of fresh adrenal glands. Of this preparation 
from 2 to 5 c.cm. given daily intravenously or sub- 
cutaneously should suffice. Eschatin, the commercial 
product available, is somewhat less potent and 
should be given intravenously in amounts of from 
5 to 10 c.cm. daily. 

The prognosis of Addison’s disease is extremely 
grave. It is largely the prognosis of tuberculosis. 
The most important single clinical prognostic index 
is the body weight; only those who eat and gain, 
recover. J. THORNWELL WITHERSPOON, M.D. 


Shelling, D. H., Asher, D. E., and Jackson, D. A.: 
Calcium and Phosphorus Studies. VII. The 
Effects of Variations in Dosage of Parathor- 
mone and of Calcium and Phosphorus in the 
Diet on the Concentrations of Calcium and In- 
organic Phosphorus in the Serum and on the 
Histology and Chemical Composition of the 
Bones of Rats. Bull. Johns Hopkins Hosp., Balt., 
1933, lili, 348. 

In reviewing the recent literature on the effect of 
the injection of various amounts of parathyroid 
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hormone on the calcium and phosphorus metabolism 
of rats the authors suggest that many of the differ- 
ences in the results of various investigators may be 
due to differences in the calcium and phosphorus 
content of the diets of the experimental animals. 
In their own experiments they studied the effect of 
various doses of parathyroid extract on animals of 
the same age and body weight which were fed diets 
with a carefully controlled chemical composition. 
it was found that the effects of parathormone on the 
bones of young rats vary with the dose of the hor- 
mone and the calcium and phosphorus content of 
the diet: When a stock diet containing optimal 
amounts of calcium and phosphorus was given, the 
daily injection of parathormone in amounts in- 
creasing from 1/10 to 10 units daily for a s50- to 
6o-gm. rat produced hyperostosis, while the daily 
injection of 20 units produced osteodystrophia 
fibrosa. When a rickets-producing diet with a high 
calcium but low phosphorus ratio was given, the 
injection of parathormone failed to prevent rickets, 
but stimulated osteoblastic activity and the forma- 
tion of new bony trabeculae. When a “borderline”’ 
rickets-producing diet was given, the injection of 
parathormone was found to stimulate the prolifera- 
tion of cartilage as well as increase the bony tra- 
becula. When a diet containing the optimal amount 
of calcium but an excessive amount of phosphorus 
was given, a fibrosis was produced with a relatively 
lower dose of parathormone than that required for 
this effect in animals on a stock diet. 

The injection of parathormone in the rat was 
found to cause a moderate hypercalcemia and 
hyperphosphatemia, but the rise in the level of the 


blood phosphate depended on the dose of hormone 
injected and on the phosphorus content of the food. 
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In animals on a stock diet the injection of large 
doses of parathormone increased the serum inorganic 
phosphorus nearly 100 per cent, but in animals on 
a rachitogenic diet, the injection of similar doses of 
parathormone did not raise the serum phosphorus 
above the rachitic level. In one group of animals 
fed a low-calcium and low-phosphorus diet and given 
10 units of parathormone daily the serum calcium 
was 5.3 and the inorganic phosphorus 14.3 mgm. 
per cent. In spite of the low blood calcium and the 
high phosphorus, there was no evidence of tetany. 

A comparison of the effect of parathormone and 
ergosterol indicated that these two substances have 
quite a different effect on calcium metabolism. The 
increased deposition of calcium in the bones pro- 
duced by them differed in character. The admin- 
istration of Vitamin D increased the deposition 
of calcium in already existing organic matrix so 
that the ration of ash to organic matter in the bones 
was increased. The injection of parathormone was 
found first to stimulate the formation of new bony 
trabecule; the ratio of ash to organic residue was 
not increased and in some cases was diminished. 
The injection of large doses of parathormone into 
young suckling rats produced a proliferation of 
cartilage, delay of ossification of the epiphyseal cen- 
ters, and decalcification and fibrous replacement of 
the metaphyses, but not typical rickets. In ten- 
day-old suckling rats the injection of large doses of 
parathormone produced skin lesions resembling 
those of scleroderma. These lesions were not pro- 
duced in the older rats. The deposition of calcium 
in the soft tissues occurred only when very large 
doses of parathormone were injected and the bones 
were extensively decalcified. 

LESTER R. DracstEpt, M.D. 
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